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Why a Commission Study of Finance? 
— Maurice J. Norby 


Common Errors Behind Poor Collections 


— J. Bilger Bronson 


The Fifty-First Convention in Retrospect 


— A Special Section 











How to Raise 1% Million Dollars 
in a Hospital Campaign... 















If you’d like to know how to raise : 
1144 million dollars—or any other ~~ y Oo 
reasonable objective—for your hos- q 
pital, we suggest that you talk to 
people who have demonstrated how —am-m 
a hospital campaign should be 
managed. 

























































The citizens of Stamford, Conn., 
for example, wanted to raise 
$1,500,000 for a new wing and mod- ' 
ernization of The Stamford Hospital. - fs 









First they obtained competent, 
experienced professional direction by 
















retaining Ketchum, Inc. ml 
THEN 1,112 OF THEM WENT . 
TO WORK AND RAISED poem 
$2,030,800—-MORE THAN HALF ——- : 
A MILLION DOLLARS OVER , , 
THEIR GOAL! Well Done! One ff the major reasons for success in The 
. . ; Stamford Hospital campaign was the vigorous leadership 
Newsworthy items in this out- of top executives like industrialist Walter H. Wheeler, Jr., 





general chairman, and banker Harold E. Rider, associate 
chairman of the memorial tributes division, photographed at 
the Victory Dinner, 


standing success were .. . 








@ One of the most impressive totals of memorial tributes in the 
history of hospital campaigning. 






e A high average contribution by industrial employees. 






@ Heart-warming participation by major corporations, almost all 
of which contributed at the top level suggested. 







@ Strong support from residents of surrounding communities served 
by The Stamford Hospital. 















Why did The Stamford Hospital 
campaign climb so far over the goal? 








A chief reason was the extraordinary Ke le Je GG, 
a a elchum, Inc. 
quality and zeal of the volunteer 
leadership by business executives. CAMPAIGN DIRECTION 
Another reason was the well-planned CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, PA. 






publicity program initiated prior to 500 FIFTH AVENUE, NEW YORK 18, N. Y. 


the campaign and intensified during 





Cariton G. Ketcoum Norman MacLeop McCLeEAN WorK 
President Executive Vice President Vice President 






the fund-raising effort. 





Member American Association of Fund Raising Counsel 
a) 






A third reason for this suecess was 


the skilled direction of the campaign. 1919 Our 20h Wear 1949 
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each month by the American Hospi- 
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office at Chicago, Ill., under the Act of 
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Editorial staff: John M. Storm, editor; 
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part June issue, $1.50. 
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This combination gives you efficient, LOW-COST DISHWASHING 


lt you want to be sure you're getting the most for your dishwashing 
dollars, start using new Wyandotte Keego* with the Wyandotte Electronic 
Solution Controller. 


The compact control unit maintains a correct, uniform concentration of 
the washing solution. It eliminates waste and requires a minimum amount 
of attention on the part of the operator. It adds Keego only as demanded 


by the electrical conductivity of the solution. d 

New Wyandotte Keego is an improved washing compound that pro- yan olfe 
vides excellent results in any water. It counteracts the troublesome water- nisihnienieamieai 
hardening properties of both calcium and magnesium salts. It not only Wyandotte Chemicals Corporation 
removes soil, but also helps prevent the deposit of further stains. Keego 
rinses freely and completely, leaving no cloudiness, films or streaks. Further- 
more, it is non-corrosive to metal parts of the dishwashing machine and 
aids in preventing scale formation. 


Wyandotte, Michigan 


Service Representatives in 88 Cities 


Your Wyandotte Representative will be glad to tell you more about 
Keego, the Electronic Solution Controller and other products in the complete 
Wyandotte line. Why not call him today? *Reg. U. 8. Pat. Of. 
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A single protein preparation to take the place of meat: 

At a time when the patient’s protein needs are the 

greatest, that protein supplement must be adequate. 
With this aim in view, Abbott scientists 

painstakingly tested all possible source materials. 

They narrowed their choice to animal blood fibrin, 

one of the highest biologic value proteins. They 

hydrolyzed it to conserve all the amino acids in the 

correct pattern for optimum tissue repletion. 

The result: AMINOSOL. 








FOR MEAT I.V. 


Every known laboratory test is performed to 

assure AMINOSOL’S ability to promote and maintain 
growth, its sterility and its freedom from 
antigenicity. But the greatest test of all comes in 
clinical usage. Here it has been shown that as the 
sole source of amino acids, 2000 cc. of AMINOSOL 
daily will maintain nitrogen balance in a 70-Kg. 
man until the time when whole meat may again 
take its place in the diet. 

AMINOSOL is supplied in 500-cc. and 1000-cc. 
Abbott Intravenous Solution Containers, ready to use: 
It may be stored at ordinary room temperatures 
for two years or longer. Next time, specify AMINOSOL: 
ABBOTT LABORATORIES, North Chicago, Illinois. 


@) 5% Solution 
AMINOSOL icici 


TASSOTNS MODIFIED (ie ee 5% with Dextrose 5% and Sodium Chloride 0.3% 


For convenient administration 


use VENOPAK*™ 


Abbott's completely sterile and disposable 
venoclysis unit. Safe, convenient — ready to be 
used once, then throw away. 


* TRADE MARK 
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American Hospital Association 52nd Annual Convention — September 18-22, 1950; Atlantic City. 
Mid-Year Conference of Presidents and Secretaries—February 10-11, 1950; Chicago (Drake Hotel). 








Middle Atlantic Hospital Assembly — May 
24-26: Buffalo, N.Y. (Memorial Auditorium 
and Convention Hall). 

Mid-West Hospital Association — April 12- 
14; Kansas City (Hotel President and 
Municipal Auditorium). 

New England Hospital Assembly—March 27- 
29; Boston (Hotel Statler). 


REGIONAL MEETINGS—1949 

Maryland- District of Columbia -Delaware— 
November 14-15; Wilmington, Del. (Du- 
Pont Hotel). 

REGIONAL MEETINGS—1950 

Association of Western Hospitals—April 24- 
27; Seattle, Wash. (Olympic Hotel). 














Proved in use as the most efficient and 
economical method for oxygen therapy. 
Available for planned or existing hospitals. 
The Puritan Engineering Department stands 
ready to assist you - write to us regarding 
your specific requirements. 


CEN | 
mn WERAL SUPPLY SYSTEM 


METHOD FoR OXYGEN THERAPy 


























Send for your copy of 
this new circular describin 
Central Supply Systems an 


PURITAN 
equipment. 


uritan Compressep Gas Corporation 


PURITAN DEALERS IN MOST PRINCIPAI 


CITIES 
BALTIMORE ATLANTA BOSTON CHICAGO CINCINNATI DALLAS 
DETROIT NEW YORK ST. LOUIS ST. PAUL KANSAS CITY 
















STATE MEETINGS—1949 


Alberta—November 2-4; Calgary 
Hotel}. 

California—mNovember 16-17; Santa Barbara 
(Recreation Center). 


Colorado—November 8-9; Denver (Shirley- 
Savoy Hotel). 


Florida—November 28-29; Orlando (Wyo- 
ming Hotel). 





( Palliser 

























































\linois—December 1-2; Springfield (Hotel 


Abraham Lincoln). 

Kansas—November 10-11; Topeka (Jayhawk 
and Kansas Hotels). 

Michigan—November 6-8; Grand Rapids. 
(Pantlind Hotel). 

Mississippi — October 20-21; Biloxi (Buena 
Vista Hotel). 

Missouri—November 17-18; St. Louis (Jef- 
ferson Hotel). 

Montana—October 14-15; Great Falls (Rain- Ne 
bow Hotel). 

Nebraska—November 17-18; Omaha (Pax- 
ton Hotel). : 

Oklahoma—November 17-18; Tulsa (Tulsa A 
Hotel). } 


Ontario—October 31-November 2; Toronto 
(Royal York Hotel). 





Rhode Island—December 14; Providence 
(Charles V. Chapin Hospital). é 
South Dakota—October 24-25; Sioux Falls a 


(Carpenter Hotel). 


STATE MEETINGS—1950 
lowa—April 21; Des Moines (Hotel Savery). 


Ohio— March 22-24; Columbus (Neil 
House). 

Texas — March 7-9; Galveston (Buccaneer 
Hotel). K 


OTHER MEETINGS—1949 


American Association of Blood Banks—No- 
vember 3-5; Seattle (Olympic Hotel). 


American Public Health Association — Oc- 
tober 24-28; New York City (Hotels Stat- 
ler and New Yorker). 


INSTITUTES 


(For additional information address Associs- 
tion headquarters, 18 E. Division Street. 





Chicago 10.) @. 
Institute on Accounting — October 10-14: the 
Boston (Somerset Hotel). No 


Institute for Medical Record Library Per- 
sonnel—November 14-18; Biloxi, Miss. 
(The White House). 


Institute on Hospital Planning—November 
28-December 2; Cincinnati (Netherland 
Plaza Hotel). 

Institute on Hospital Personnel Relations— 

December 5-10; Chicago (Edgewater 

Beach Hotel). 
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Modernized the 
Laundry Department 





















ley- 
" at 150-bed 
/yo- , , 
A St. Patrick’s Hospital, 
wk Missoula, Montana | 
b 
s. 4 
_ WOOD CASCADE Washers and 30” Extractor ) 
saa ' launder all linens and uniforms sterile-clean on _ j 
_ short schedule, — : a 
ain- Bee Pee ee > ere hed atl : 
Pax- 7 
‘ulsa 2 Yl 7 
¢ @ @ Operating costs of old, Qu 
onto obsolete laundry were high. Equipment was d 
unable to launder sufficient linens and meet ) 
med quality standards of the hospital. é 
J - 
oe Solution. ¢ «Our Laundry Advisor : i ? E - 
was called in. He analyzed hospital’s launder- Linens are beautifully ironed, quickly and j 
ing requirements, submitted recommendations economically, on this 6-Roll STREAMLINE . 
, and a suggested equipment layout. Hospital Flatwork lroner. - 
1“ : then installed modern, cost-reducing equip- 5 
el 


ment in new laundry building. 





| Kesdlts 
e @ «Generous supplies of 


fresh, sterile-clean linens and uniforms are 


@ Your hospital will benefit by — 
always available for patients’ rooms, surgical / 


from ‘our complete line of the most a 
vanced and productive hospital laundry 





-No- departments, laboratories, kitchens and dining : 
’ ‘ dager Rees equipment. 
rooms. Laundering a is outstanding. 
mt Mote efficient operation and increased produc- 
at 





tion have made new laundry a profitable in- 
vestment. 


reat on Remember... 

ospitals, Jarge or small, are invited to discuss a 
0-14; their laundry problems with our Laundry Advisor. Every Department of the Hospital 
No obligation. WRITE TODAY! Depends on the Laundry < 
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T DOES NOT SEEM possible that 
12 months have passed since I 
extended greetings in my first ef- 
forts as a columnist. To me, who 
has had so little to do with jour- 
nalism in the past, it has been 
something of a revelation to ex- 
perience how deadlines have a way 
of crowding one upon the other. 
It has been a pleasant experience, 
taken altogether. The editor has 
been generous and long-suffering. 
When the text was short, he pro- 
vided added material and when it 
was too long, he applied a judi- 
cious pencil—sometimes even a 
red pencil. 

Graham Davis said in his fare- 


well column that I would not be 
troubled with genius as he had 
been. On the contrary, I have been 
beset with genius on every side 
and in concentric circles. Graham, 
my immediate predecessor, has 
been kept almost as busy on Asso- 
ciation matters as he was in his 
presidential year and John Hayes 
has been assigned so many prosaic 
jobs that he has not even once 
been moved to tempt the muse. 
John Hatfield, your new presi- 
dent, has pinch-hit for me over 
and over again. So I could go on 
indefinitely and eventually wind 
up with the staff—about which I 
could write a whole chapter. It has 
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REG. 19 Walnut Street 





USED for POLIO THE WORLD OVER 





Chestpirator 


Fifteen in use in India furnished by 
the World Health Organization, 
United Nations. 


New Circular Gives Details 
IRON LUNG CO. OF AMERICA 


omer eer 


West Roxbury, Mass. 

















been inspiring to work with these 
folks and to meet all the other fine 
people both in our own circle and 
outside of it who are devotedly 
giving of themselves to make life 
better for others. 


As I LOOK back I realize how 
slowly we move and how much 
remains to be done. Our hope will 
be that some small impress has 
been made and that our combined 
efforts may be cataloged in the 
category of worth-while progress. 
It is going to be nice to be back 
in a position where I can concen- 
trate on my own job again. The 
loyalty and forbearance of my own 
co-workers at home have been a 
revealing experience. 

Last month I made some refer- 
ence to the progress made in get- 
ting the hospital finance study 
under way. The special policy com- 
mittee members met again on 
August 18 and 19 to complete the 
planning which was started in July. 
Excellent progress was made; the 
needs for the study were more 
clearly defined and methods of pro- 
cedure were laid out. The commit- 
tee showed great enthusiasm for 
the project and made preparations 
to participate actively in securing 
the necessary financial support so 
the study might go forward at once. 

As the purpose of this study 
becomes better understood, it will 
be found to be a corollary to the 
hospital survey that was made 
three years ago and will supply 
valuable source material for use 
in the planning that inevitably 
must be done in meeting the pub- 
lic demands that relate to the dis- 
tribution of health service. 


Ox September 10, there was an- 
other meeting of the Joint Com- 
mission for the Improvement of 
the Care of the Patient. This is a 
formidable name but it is really 
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Curity Catgut is 
Structurally Modern 


Modern Technics Demand 
Improved Suture Dependability 


Yes, curITy Catgut Sutures are on the beam! Right along 
with advancements in modern surgical science, the quality 
of curITY Catgut has soared to its widely recognized high level. 


Modern methods of chromicizing— total chromicization plus 
natural ply adhesion —as developed by curITy Suture Labora- 
tory, give surgeons a suture that provides not only predictable 
absorption, but more than adequate tensile strength. Thus by 
choosing a CURITY Suture of the right size and degree of chromi- 
cization, your surgical staff can maintain effective wound 
closure within a wide margin of safety. 


Whatever the technic your surgeons employ, specify CURITY 
...CURITY Catgut. 


Curity Suture Laboratory 


Division of The Kendall Company, Chicago 16 






ESEARCH .. .TO ESTABLISH A FINE BALANCE 
= = OF NECESSARY CHARACTERISTICS 
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Curity 


Balanced Quality assures 
proper suture function 
@ adequate tensile strength 
@ ideal pliability 
gauge uniformity 
ideal strand surfacing 


2 

@ absolute sterility 
@ minimal irritation 
@ 


dependable absorption through 
uniform and total chromicization 


















ORDER THROUGH 
YOUR DEALER 
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This little device has saved 
It checks 


sterilization — thus prevents in- 


thousands of lives. 


fection in hospitals throughout 
the world. 

For 38 years DIACK CON- 
TROLS have accurately per- 
formed this service. 





significant because it represents a 
cooperative study group repre- 
senting medicine, nursing and 
administration. The commission 
members have met several times. 


I refer to it only because it rep- 
resents one of several movements 
which seem to be gaining momen- 
tum and indicates a tendency of 

- groups in the health field to resolve 
their problems in joint study rath- 
er than along unilateral lines that 
we usually have followed in the 
past. To me this represents one of 
the most important developments 
that has appeared in recent years. 
It indicates a growing enlighten- 
ment on the part of all of us and 
gives evidénce that the whole 
health field has developed a reali- 
zation of the necessity for unity 
and understanding if the devasta- 
ting forces that have been at work 
undermining our system are to be 
effectively counteracted. When the 
thinking and acting of the major 
organizations in the health field are 
unified, we will conserve strength 


which is now being dissipated in 


controversy and petty strife. 


Last mofith I called attention 
to an unfortunate article that ap- 
peared over the signature of Com- 
mander Perry Brown of the Amer- 
ican Legion. I wrote Commander 





Brown expressing our deep dis- 
appointment that such a statement 
shoud have been given publicity 
following our meeting with the 
officers of the Legion. 

I had a reply which, while it 
does not completely satisfy, does 
express a desire for further ap- 
proachment through the machin- 
ery that was suggested last spring. 
The American Hospital Associa- 
tion has always supported ade- 
quate hospital facilities for our 
veterans but we.consistently have 
opposed the idea of setting them 
up as a class of citizens apart. This 
we regard as un-American and un- 
democratic. We look forward to 
future meetings with the officers 
of the Legion. 


é | 

I HIS now concludes my report- 
ing. To John Hatfield, my succes- 
sor, I say, remember the dead- 
lines; they occur from the eighth 
to the tenth of each month. John 
Storm will not let you forget it. 
You have a swell constituency to 
address yourself to and I know 
you will have a fruitful year. So 
here you are, good tuck, John. 
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HOSPITAL PLANNERS’ DREAM 


This is the Clinical Center of the National Insti- 
tutes of Health now under construction .. - 
complete in every detail for research and care 
for chronic disease. From the metal demount- 
able partitions to the demountable units for 
walk-in refrigerated space or incubator, it repre- 
sents the latest in advance hospital design. A 
complete description is included as a special 
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For Longer Wear... iiaieeoneabiniaeaiaaiina 
One-Piece Bedspreads are 
° Color-Related to These Prints! 
OWeELr HAL lenance one Every hospital knows the advantages 
of smart, trimly tailored Goodall Bed- 
e 6 spreads. Smooth, lint-free textures are 
Sli covers and Dra eri1es Se ee 
Pp soil and wrinkles, to keep their beauty 
through years of use. Easy to launder, 
. . ' they cut your maintenance costs be- 
CHEERING colors speed convalescence. And Goodall’s five wonderful cause they need fewer changes. Avail- 
new patterns in vat-dye colors give your convalescent rooms this impor- able in a wide variety of plain colors 
tant therapeutic benefit. Easy, inexpensive maintenance, too. Ideal for and textures. 
nurses’ and interns’ rooms, as well. Woven with genuine Angora Mohair. 
the smooth, lint-free textures shed dust...refuse to wrinkle and need oh. aie 
; : : iieorhig catty seer ae 
laundering less often. Pre-shrunk (average residual shrinkage 2%). Beta pare msuteterensctesista 
The vat-dye colors stay bright, new-looking through repeated washings. ey 
Draperies hold their shape...won’t sag or stretch...wear for years. an 
M4 s . . . . beso 
Slipcovers won’t shift or slide or lose their tailored contour. ater tare tneere tse tn 
Write: Goopatt FABRICS, INC., 525 Madison Avenue PF FE: ate mers 
New York City for samples and information. Sy “oy ‘y y 
© 1949, Goodall-Sanford, Inc. Sole Makers of World-Famous PALM BEACH* Cloth and Suits *Registered Trade Mark 
a GOODALL FABRICS, INC. - NEW YORK * BOSTON + CHICAGO + DETROIT * SAN FRANCISCO * LOS ANGELES 
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ON AFTER-HOURS SERVICE CHARGES 


ITH INCREASED ACCEPTANCE of 

the 40- and 44-hour work 
week for hospital employees and 
the subsequent problems of over- 
time pay, administrators are con- 
fronted with rising costs of emer- 
gency service that must be pro- 
vided evenings, Sundays and holi- 
days. One way of getting some of 
the money needed to pay the cost 
of after-hours service is by an 
extra charge to the patient. 

This month administrators com- 
ment on the question: “To help 
pay the costs of standing by, do 
you believe hospitals would be 
justified in making an extra charge 
for after-hours service? If so, how 
would you proceed to collect it?” 


Reasonable fees help pay 
extra hospital costs 


ILLNESS, LIKE LIGHTNING, is no- 


respecter of time; it is apt to strike 
nights, Sundays or holidays. Hos- 
pitals must be equipped and ready 
to render service at all times. 

It is not sufficient to broadcast 
that hospitals are open 24 hours a 
day and, like the fire department, 
they are always on the job. Plans 


also must be formulated and per- 
sonnel engaged so that all required 
services actually may be rendered 
during any of the 24 hours of the 
day, 365 days a year. In large hos- 
pitals, special night technicians 
may be employed for night emer- 
gency service in the laboratory, 
x-ray and anesthesia departments. 
In smaller hospitals, the regular 
employees may be placed on call, 
in rotation, for the work. 

This service obviously costs 
money and a reasonable extra 
charge should be made to paying 
patients to cover the cost. It may 
be argued that hospital charges 
generally are based on average 
cost, but emergency night labora- 
tory and x-ray requests have a 
way of becoming routine unless an 
extra charge is made to limit them 
to those which actually are emer- 
gent and necessary. 

In our institution all routine 
laboratory work done during reg- 
ular business hours is included in 
a weekly flat-rate charge. All 
other laboratory work done after 
5 P.M. or on Sundays and holidays 
(except the evening admission 


INNA 





More about the problem of late 


MUST TAKE EXCEPTION to a state- 

ment in the Opinions column of 
August. This statement referred to 
the “automatic writing system” in 
combating the late charge problem. 

I fully support the writer in his 
privilege to make the statements 
he did. As there is only one “auto- 
matic writing system,” used in 
hospitals to erase the late charge 
problem, a word on behalf of Tel- 
Autograph Telescribers is required. 

We install the TelAutograph 
Telescriber system only when we 
know the system is a useful one 
and only after the hospital admin- 
istrators are aware and convinced 
that the system will be a time, 
money and personnel saver plus a 
good will builder. No system is 
turned over to the subscriber be- 
fore we are certain that the staff 


charges 


is capable of operating the system. 
After an installation is made, regu- 
lar maintenance and service is sup- 
plied to the utmost of our ability. 
Hospital administrators through- 
out the country attest to the fact 
that, “if properly used, TelAuto- 
graph Telescriber systems elimi- 
nate all late charge losses.” Of 
course if members of the staff are 
recalcitrant and refuse to utilize 
the system, we are helpless to 
remedy the situation. That is the 
task of hospital administration. 
This problem is rare, but I wish 
to correct any erroneous opinions 
regarding the efficacy of TelAuto- 
graph Telescribers which may have 
been formed as a result of this 
isolated case.—JOSEPH T. SLOANE, 
sales promotion manager, TelAuto- 
graph Corporation, New York City. 





laboratory tests) is charged extra 
at a unit rate, with a minimum 
charge of $2.50. 

Similarly in the x-ray depari- 
ment, an additional $2.50 is 
charged for night and _ holiday 
service and is so billed to the 
private paying patients. No addi- 
tion to, the routine surgical charge 
is made for night operations. 

This extra emergency service 
charge was adopted a few years 
ago. Our experience with it has 
been quite favorable. On a rare 
occasion, when someone questions 
it, we explain that night and holi- 
day service costs the hospital extra 
and it does not seem equitable to 
prorate this cost among the other 
patients who do not receive the 
service. Since the charge is modest, 
we have found little or no resent- 
ment. 

Employees who perform night 
service are given equivalent time 
off or, if they cannot be spared, 
they are paid the regular prorated 
salary. Those who are on call but 
actually do not get called are paid 
a reasonable stand-by fee to reim- 
burse them for their inconveni- 
ence. — DR. STEPHEN MANHEIMER, 
director, Mount Sinai Hospital, 
Chicago. ; 


After-hour compensation is a 
source of needed revenue 


READINESS TO SERVE in an emer- 
gency throughout the 24 hours has 
built a real feeling of confidence in 
the hospitals of this country. This 
has not been accomplished, how- 
ever, without cost to the hospitals 
and seldom has a hospital adjusted 
its rates for emergency service to 
compensate for the additional ex- 
penditures. 

Today, with a very definite de- 
crease in voluntary gifts, which for 
years have helped to balance the 
budget, the hospitals must look for 
new revenue. A logical source is 
the charge for emergency service 
given after regular hours. Such 
charges may be instituted when 
none now are made or may be 
added by increasing the present 
charges to offset the increased cost 
of such after-hours service. 

Emergency service is not con- 
fined to that rendered in the out- 
patient or accident rooms, but 
properly should include such serv- 
ices as operating rooms, anesthesia, 
X-rays, cast room and laboratory 
work done at night. All of these 
require additional personnel at 
premium salaries and the after- 
hour charges should be increwsed 
to meet this added cost. 
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Our hospital now is inaugurat- 
ing such special rates. Frankly, 
this policy was precipitated by the 
increase in so-called emergency 
operations. The additional charge 
certainly is justified and the pa- 
tients and surgeons involved in 
real after-hour emergency cases 
will not object to paying more. The 
kick, if any, will come from such 
cases done for convenience only. 
The surgeons will think twice be- 
fore causing this added expense to 
the patient unless a real emer- 


gency exists. We hope this will re- 
duce the number of night opera- 
tions, as well as help us meet our 
higher costs. 

Such a policy has been in force 
in our accident room and we have 
had no complaints. Few patients 
know what charge to expect and 
most are very willing to pay our 
rates. Many persons in fact think 
our charges still are very reason- 
able.—W. E. ARNOLD, executive di- 
rector, St. Luke’s Hospital, Jack- 
sonville, Fla. 
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GERMA-MEDICA Surgical Soap leaves the 
surgeon’s hands soft and supple... cleansed 
and ready for the operation. For Germa- 
Medica is the purest, most highly refined 
soap, always uniform and gentle as a lotion. 


MEDICATED GERMA-MEDICA Antiseptic Li- 
quid Soap contains 22% Hexachlorophene 
(G-11) on the anhydrous soap content. 
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Penalties for night illness 
are not justifiable 


I DO NOT BELIEVE that hospitals 
are justified in making extra 
charges for after-hours emergency 
service. The cost of the stand-by 
service should be included in all 
charges. 

The charge for a service should 
be at least equal to the average 
cost to the hospital of rendering 
the service. The extra cost to the 
hospital of maintaining the after- 
hours emergency service would be 
included in the total cost for 
emergency service and, therefore, 
would be equalled by the fees re- 
ceived from patients throughout 
the entire 24-hour period. 

Hospital doors never close. At 
any time of the day or night, sick 
and injured members of the com- 
munity can obtain medical care. A 
mother certainly cannot control 
the onset of her labor pains. Ac- 
cordingly, it does not seem just 
that the individual who becomes 
ill at night should be penalized by 
having to pay an extra charge. 

It seems to me that the only 
justification for such a_ charge 
would be to curtail the abuse of 
a privilege by individuals who 
make unwarranted calls on the 
night service. — Dr. Epwin L. 
CrosBy, director, Johns Hopkins 
Hospital, Baltimore. 





In this department last month, 
five persons commented on the 
practice of requiring a deposit by 
patients on admission and on the 
methods of fixing that sum. An 
additional comment is published 
below: 


General deposit routine would 
relieve hospital problem 


IT SEEMS TO ME that hospitals 


"are eager to aid in the relief of 


human suffering and in no instance 
is this primary purpose to be 
placed second. The existence of 
hospitals frequently is dependent 
on the income from services ren- 
dered, however, and it is felt that 
sound business practices should be 
placed in order of application. 
The extreme prosperity of the 
past several years has not made 
the practice of deposit on admis- 
sion necessary in rural areas. The 
practice in general, and as it al- 
ways has been in metropolitan 
areas, leads me to believe that a 


(Continued on page 138) 
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for the radiologist or hospital running 
an “average” schedule of general work 
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The new Maximar 250 III — Within its voltage 
range of from 80 kvp to 250 kvp, the new Maxi- 
mar 250 III will operate continuously. Its low 
inherent filtration assures high x-ray intensity; 
permits the practical use of high filtration at the 
higher voltages. A filter-indicator interlock is 
available which indicates the filter in place; pre- 
vents accidental operation with the wrong filter. 
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Deficit funds 


I am a board. member of a 140-bed 
hospital in a town of about 17,000 people. 
Like most other institutions of. similar 
nature, we have been faced with financial 
problems for some time and it has been 
necessary to put on a public fund-raising 
drive to meet the operating deficit. This 
loss is about $50,000 a year, which will 
have to be met by either voluntary sub- 
scription or by taxation. Is there a na- 
tional trend toward one of these two 
methods? 


The practice in regard to volun- 
tary contributions for hospital 
deficits versus tax subsidy varies 
throughout the country. With vol- 
untary sources covering a much 
larger proportion in the East and 
taxation covering much the greater 
part in the West, I would say that 
the national trend is toward gov- 
ernment assuming the responsibil- 
ity of needy individuals who are 
unable to pay the cost of their 
hospital care. Further, I am in- 
clined to believe that this trend 
will continue and that we shall see 
more government participation. 

There is interest in federal legis- 
lation which might assist some of 
the poorer states in meeting this 
problem. Until the time that such 
legislation may be enacted by Con- 
gress, it is suggested that individ- 
ual hospitals deal with local gov- 
ernment to secure assistance in 
meeting the cost of necessary hos- 
pital care for the needy.—GEORGE 
BUGBEE. 


Isolation dishes 


We are planning a central dishwashing 
unit. We also are planning to have all 
trays set up adjacent to this unit to elimi- 
nate as much noise as possible on patients’ 
floors. What is the best method of han- 
dling occasional isolation trays and dishes 
and where and how may we take care of 
them in a central dishwashing setup? At 
present a nurse is responsible for boiling 


the dishes and trays of individual isola- 


tion patients. 


It would be advisable for the 
nurse to continue boiling the dishes 
and trays for isolation patients. The 
trays then could be sent to the 
central dishwashing unit and go 
through as any other trays. There 
might be some delay in getting the 
trays to the dishwashing room, and 
it is possible that they would have 
to be washed at the next meal. I 
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know it takes some time for the 
nurse to handle these trays and to 
see that they are boiled properly. 

The dishwashing unit being 
planned seems to be an ideal ar- 
rangement for a central service 
unit. It is an efficient method of 
taking care of tray service and 
dishwashing.—MARGARET GILLAM. 


Collective bargaining 


Is a hospital legally required to bargain 
collectively with representatives of its 
nurses? 


The only federal law touching 
on this question is the Taft-Hartley 
act which specifically exempts non- 
profit hospitals from the jurisdic- 
tion of the National Labor Relations 
Board. During the current session 
of Congress an attempt was made 
to alter this law in many respects 
and the amendments considered 
would have removed the exemp- 
tion. The attempt was unsuccess- 
ful and so it is assumed that the 
exemption granted to hospitals will 
remain through the current con- 
gressional session. 

The Taft-Hartley law does not 
abrogate the right of state govern- 
ments to establish bargaining pro- 
cedures that would be binding on 
hospitals, and a few states have 
such statutes. Moreover, the Taft- 
Hartley act does not bar hospital 
employees from attempting to ne- 
gotiate a collective bargaining con- 
tract. It merely withholds the 
services of the National Labor Re- 
lations Board.—ALBERT V. WHITE- 
HALL. 


Local indigent care 


A newly-formed community council in 
this city is ready to work out a plan for 
providing and financing health care, par- 
ticularly hospital care, for the so-called 
medically indigent. We should like some 
assistance in answering these questions: 
Who should be classified as medically in- 
digent? What procedures should be es- 
tablished to investigate need and quali- 
fications for care? Under what conditions 
should services be provided? Who should 
pay for these services? 


The definition of medical indi- 
gency cannot be stated categor- 
ically. The ability of an individual 
to purchase hospital care for him- 
self and for his family is dependent 
on a number of variable factors. 
This points to the need for trained 





social service interviewers who can 


make a decision about the eligibil- 
ity for free care at the time each 
person requires it. 

Most large cities, some smal! 
ones and a number of counties 
maintain welfare departments in 
which there are qualified persons 
to do this job. It is possible for 
a community council to work out a 
cooperative arrangement with an 
existing agency for handling inter- 
views and making social service 
investigations. 

The composition of the popula- 
tion, the type of industry and the 
economic conditions of the com- 
munity—all considered together— 
will determine the size of the char- 
ity load in the health field. 

Most communities are finding 
the indigent-care load increasing 
at present because of the down- 
ward trend in the economic cycle. 
Only a detailed survey of the com- 
munity can provide authoritative 
data for estimating the potential 
indigent care load. 

Hospital service for indigent per- 
sons is provided best in existing 
facilities. This means both volun- 
tary and governmental hospitals 
should be utilized to the extent 
their facilities are available. 

I believe that the full cost of the 
services provided to indigent pa- 
tients should be paid from tax 
funds. If indigent care is recog- 
nized as a community responsibil- 
ity, I can see no justification for 
the community agencies to pay less 
than the full cost of such services. 
—MAuvRICE J. NORBY. 


Physician misrepresentation 


This hospital has been open for the 
past six months. In checking the creden- 
tials of the staff, we have found that one 
member who said that he had interned 
at a particular hospital did not do so. We 
should like to know what procedure to 
take. Would this call for dismissal? 


The minimum standards of the 
American College of Surgeons, the 
American Medical Association and 
the American Hospital Associa- 
tion require that membership on 
the medical staff be restricted to 
physicians and surgeons who are 
(1) graduates of approved medical 
schools, with the degree of Doctor 
of Medicine, in good standing and 
legally licensed to practice in their 
respective states or provinces; (2) 
competent in their respective fields, 
and (3) worthy in character and 
in matters of professional ethics. 

Legally, the board of trustees of 
a voluntary hospital may reject the 
application of a physician for 
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equipment with 


POUR-0-VAC SEALS 


the modern, reusable hermetic closure 
for sealing, storing, handling and con- 
serving surgical fluids. 


THESE FACTS ARE CONVINCING... 


Pour-o-vac Seals eliminate the possibility 
of sterile water contamination caused by 
intake of bacteria-laden dust . . . avoids 
contamination by unfiltered air. 


They serve a secondary function of provid- 
ing a dustproof seal for remaining fluid 
when only the partial contents of a con- | 
tainer are used. Of importance, they are > 
interchangeable with all Fenwal 3000, 
2000, 1000 and_500 ml. containers. 


In permitting contents to be stored for long 
periods under vacuum . . . periodic testing . 
for sterility without breaking the hermetic 
seal . . . pouring of contents from a non- 
drip sterile lip, Pour-o-vac seals eliminate 
the wasteful, time-consuming and ques- 
tionably scientific method of sealing with 
gauze, cotton, paper, string and tape. 


ALSO INV ESTIGATE—Fenwal Automatic 
Washing Units, capable of accommodating and 
thoroughly cleansing 4 containers in 30 seconds. 


Heavauarrers For SCIENTIFIC 
GLASS BLOWING LABORATORY 
AND CLINICAL RESEARCH AP- 
PARATUS, REAGENT CHEMICALS 


ORDER TODAY or.write immediately for 
further information 


MACALASTER BICKNELL COMPANY 
243 Broadway Cambridge, Massachusetts 























membership on the staff without 
giving any reason therefor. The 
courts cannot compel such an in- 
stitution to disclose the reason 
for his rejection nor question the 
judgment of the trustees. Whether 
the trustees have acted wisely in 
any particular case is a matter 
which is separate and apart from 
their legal rights. 

The problem of misrepresenta- 
tion by a member of the staff re- 
quires the decision of the board of 
trustees with or without consulta- 
tion with the organized staff. The 


final decision must be made by the 


To my knowledge, no specific 
ruling in regard to this type of mis- 
representation has been made by 
an approval body.—Dr. CHARLES T. 


Blanket treatment 


the shrink-proofing treatment of 
blankets the same as the process where 
an oil emulsion is applied? 


The two treatments serve sepa- 
rate purposes. An experiment with 


































Proven in use for over 16 years, Powers X-Ray Paper may be used in 
any standard cassette. It comes in standard sheet 
sizes, or perforated rolls for use with the Powers 


Magazine Cassette. 


Let us show you in detail how you can effect high 
annual savings with Powers X-Ray Paper. Write 
for complete information and literature. 














F.. most routine work, radiographs 
of excellent diagnostic quality can 
be produced at less than half the 
usual cost with Powers X-Ray Paper. 
That is why more and more hospitals are using both paper and 
celluloid base film in their X-Ray departments. Techniques differ 
only slightly. No change in equipment is required. 











shrink-proofing at a Veterans Ad 
ministration hospital was carriec 
out successfully last year. A syn 
thetic resin which coats the blanke! 
fibers was used and shrinkage was 
reduced 8 to 40 per cent. The story 
of this experiment may be found in 
HospItTA.s for March 1948, page 64. 

Blankets and other bed linen aie 
treated with an oil emulsion to re- 
duce the amount of loose lint and 
dust shed from them. From the 
standpoint of cleanliness this pro- 
cedure is effective. Experiments 
have demonstrated that an oil 
emulsion helps to control the 
spread of infection. It was pro- 
posed recently that some bacteri- 
cidal agent be incorporated in the 
emulsion to make this control more 
successful. Oil treatment cuts 
down the bacteria count within 
the blanket as well as the amount 
of lint in the air. Further informa- 
tion about this type of treatment 
may be found in an article on 
dust control in the May 1948 issue 
of HOSPITALS, page 53.—LEONARD 
P. Goupy. . 


Cancer follow-up 


Our cancer follow-up never has been 
adequate. We now are planning to im- 
prove it since the board of trustees has 
given us authorization to get a fulltime 
secretary to work under the administra- 
tor’s supervision. Has the library any 
literature that would be helpful in plan- 
ning the program? 

A number of articles available 
from the library would be of as- 
sistance in planning a cancer fol- 
low-up program. These are: 


“The General Hospital and Can- 
cer Control” (a special section). 
HospPITALs, May 1949. 23:47-61. 

“A Cancer Prevention and De- 
tection Clinic.’”’ Leonard B. Gold- 
man, M.D. Journal of the American 
Medical Association, October 4, 
1947. 135:276-278. 

“Follow-up: Is an Integral Part 
of Social Service.” Ola Gladys Hyl- 
ton. Modern Hospital, July 1948. 
71:65-67. 

“Cancer Detection Becomes an 
Outpatient Service.” Albert S. 
Morrow, M.D. HospitTaLs, Decem- 
ber 1948. 22:44-46. 

“A Record System for Cancer 
Clinics and Cancer Diagnostic Clin- 
ics.” John H. Schaefer, M.D. Bul- 
letin of the American College of 
Surgeons, January 1949. 34:12-18. 

These articles will be sent on 
loan. Requests should be addressed 
to the Association library, 18 E. 
Division Streets Chicago 10.— 
HELEN V. PRUITT. 
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Preliminaries that lead to success on a 


FUND-RAISING DRIVE 


Corning Hospital answers two questions: Should 
hospitals seek professional assistance, and what 
should be determining factors in this selection? 


AST SPRING, nearly 600 volun- 

teer workers assembled for 
the victory dinner of the Corning 
Hospital building-fund campaign 
to raise $325,000. They celebrated, 
instead, the community’s contribu- 
tion of more than $451,500. Since 
that time the fund has continued 
to increase. And when the project 
was first considered, our most op- 
timistic board members did not 
believe that more than $80,000 
could be raised. 

When we faced the necessity of 
expanding by the erection of a new 
unit, we immediately were con- 
fronted by the two preliminary 
problems that must be faced by 
every administrator and board 
under similar circumstances: (1) 
Should we undertake to raise the 
needed funds without professional 
assistance? (2) If we decided to 
engage professional direction for 
our appeal, to whom should we 
turn? 

Because the decisions made by 
our board proved wise, we have 
avoided countless problems faced 
by other boards whose decisions 
under like circumstances were less 
wise. 

Our decisions were not a matter 
of luck but were the result of 
months of patient, painstaking in- 
quiry and investigation. i 

The solution of the first prob- 
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Miss Iver is administrator of the Cornin 
(N.Y.) Hospital, 
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MARTHA N. IVER, R.N. 


lem was not difficult. We discov- 
ered that in a _ professionally-di- 
rected campaign the costs may be 
divided into two parts: (1) Fee, 
and (2) other campaign expenses. 
The fee covers the services of the 
director and such other trained 
personnel as he brings with him. 
The expenses cover printing, sten- 
ographic hire, office expenses, costs 
of campaign luncheons and din- 
ners, and all other expenditures 
incident to the campaign. 

These expenses usually approx- 
imate the amount of the fee, there- 
by representing about one-half of 
the campaign cost. 

Our investigation soon estab- 
lished two facts concerning hos- 
pital campaigns operated by local 
talent. First, the amateurs usually 
spend more money on campaign 
expenses than do the professionals. 
Sometimes the amateurs spend 
more money on campaign expenses 
than would be required for both 
fee and expenses by a competent 
professional. 

Second, we found that the great 
majority of the campaigns oper- 
ated by local talent were miser- 
able failures. Even in those cities 
where the goal was achieved, it 


seemed to represent a figure far 
below the actual potential of such 
appeals. 

We discovered that a hospital 
campaign is distinctly different 
from any other type of appeal. To 
achieve the best results, those in 
charge should be intimately ac- 
quainted not only with campaign 
procedures but with hospital pro- 
cedures as well. Few communities 
have available such talent. Even if 
such talent were available, the job 
of running a hospital campaign 
involves so much intensive work 
and such long hours that it would 
be unfair to expect a volunteer to 
give up everything for the three 
months or more of the campaign. 

We found repeated instances of 
campaigns optimistically begun by 
home talent which were not only 
costly in terms of dollars, but in 
which, after thoroughly alienating 
the community, the board finally 
had to call in a professional for 
the more difficult project of launch- 
ing a campaign in “muddied wa- 
ters.” 

The decision to engage profes- 
sional talent was inescapable after 
our investigation of the results of 
amateur campaigns. 
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The board’s second decision was 
far more difficult. Every hospital 
administrator realizes that since 
the war dozens of new organiza- 
tions have sprung into being from 
nowhere, setting themselves up as 
expert fund raisers. We quickly 
divided .the entire fund-raising 
profession into three categories. 


THE SORTING PROCESS 


Group one consists of the great 
mass of incompetents. So many 
hospitals are requiring this service 
at present that literally hundreds 
of people, whose only background 
of experience consists of work 
done on the fringe of some war 
campaign, have set themselves up 
in business as campaign specialists. 
Their principal asset seems to be 
an assemblage of glib tongues. 
They are not only doing a disserv- 
ice to the legitimate operators in 
the field, but far worse, are doing 
incalculable harm to the hospitals 
that engage them. 

The second group consists of a 
rather substantial number of free- 
lancers of varying experience and 
ability. Some of them are very 
good, no doubt, but we found none 
to whom we were willing to en- 
trust our campaign. We felt that 
too much was involved to stake 
our future on a small independent 
operator who might be incapaci- 
tated by sickness or accident, or 
who might run into difficulties 
calling for talents different from 
his own, and who would be unable 
to command adequate assistance 
should the need arise. 

The third group presented us 
with more difficult decisions. It 
consists of a small number of es- 
tablished and recognized firms en- 
gaged in fund raising. We found a 
considerable variety in their modes 
of operation and discovered some 
questionable practices which seem 
to be rather common. Every one of 
them can present long records of 
successful campaigns and an im- 
posing array of credentials. 

Some firms, we found, are little 
more than employment agencies. 
Their custom is to send in a high- 
powered salesman who lumps to- 
gether the accumulated results of 
many men over many years and 
on the basis of their accomplish- 
ments secures the contract. Then 
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they may follow with a man to 
operate the campaign who has had 
little or nothing to do with the 
campaigns used to sell his services. 

Many of these lists of successful 
campaigns include work done by 
men who are dead or no longer 
with the firm. Probably from a 
legal. standpoint this practice is 
permissible. But we definitely did 
not want to engage a campaign 
director on the basis of someone 
else’s work. Our primary interest 
was in the accomplishments of the 
man who would be in charge of 
our campaign. 

Apparently, fund-raising organ- 
izations now have a tremendous 
amount of business. It is reason- 
able to expect that they should 
have first string men and second 
and even third string directors. 
The hospital that engages their 
services on the basis of accom- 
plishments of the first string men 
and then is assigned a third string 
man to direct its campaign is on 
dangerous ground. The hospital 
that plans its project months in 
advance is far more likely to se- 
cure the services of a top man than 
the hospital that delays its decision 
until it is almost time to begin the 
campaign. 

We also became wary of some of 
the organizations that do a large 
volume of business. Some of them 
seem to work on the theory that 
if 80 or 90 per cent of their cam- 
paigns are successful they are 
good. This gives them a long rec- 
ord to boast of, and they find it 
easy to forget those that do not 
go over. This may leave the fund 
raisers with a good reputation, but 
it is pretty tough on the small 
percentage of hospitals that have 
the failures. We noticed that those 
few campaigners usually man- 
aged to blame the local people, the 
administrator or the board for the 
failure. 

We selected a small firm. A very 
thorough scrutiny of its past per- 
formances established not only a 
record of consistent successes but 
more than that a reputation for 
fighting through to success on dif- 
ficult campaigns, regardless of the 
limits of its contractual responsi- 
bility and without taking advan- 
tage of its clients. We found that 
it undertook no campaign unless 











it was so timed and located that 
it could be under the constant su- 
pervision of an executive of tie 
firm. Specializing exclusively in 
hospital campaigns, its staff is 
made up of hospital experts and 
includes several who were former- 
ly successful hospital administra- 
tors. 

To the board considering the 
services of a campaign director, 
the amount of the fee looms very 
large. The range of fees of most of 
the better agencies, however, is 
very narrow. 

We found there are fund raisers 
who take advantage of our natural 
tendency to be penurious. For in- 
stance, the organization which di- 
rected our campaign had what 
might be called tentative arrange- 
ments to direct a similar campaign 
in a nearby community. A repre- 
sentative of one of the new firms 
in this work went to that hospital 
board with the proposition that his 
new firm would run the campaign 
for one-half of what it would cost 
to have the first firm. He got the 
contract. . 

The president of that board later 
told me that it was the worst mis- 
take that his group could possibly 
have made. He said, “We saved a 
few thousand dollars, but it has 
cost us perhaps as much as $200,- 
000.” That campaign was a miser- 
able failure. The fund raisers hurt 
both the hospital and the commu- 
nity, and the result almost broke 
the heart of the administrator. 


DETERMINING THE FEE 


Our experience has convinced us 
that it costs much less to have first 
grade service than it does to save 
a few dollars on the fee and get 
second grade service. The difficulty 
is that the mere payment of a sub- 
stantial fee does not in itself as- 
sure getting the best. Only careful 
investigation of the candidates can 
do this. 

We found that some of the or- 
ganizations appear to offer lower 
fes, when in reality their fees are 
larger. This is aecomplished on 
what might be called the man- 
week contract basis. With this 
plan, the fee is determined by the 
number of man weeks of service 


rendered. The catch lies in the. 


tendency of the fund raiser to sug- 
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gest, perhaps with the most hon- 
est intention in the world, that the 
campaign will require less time 
than it actually will require. Then, 
toward the end of the campaign, 
the hospital discovers that it will 
require many weeks more and 
therefore will cost much more than 
at first believed. 

All of the legitimate fund-rais- 
ing organizations work on the basis 
of a flat fee determined in advance. 
Naturally this involves some lim- 
itation so far as time is concerned. 
Care should be taken in advance 
to investigate the attitude of the 
fund-raising organization toward 
situations involving more than the 
time originally contracted for. Our 
campaign required several weeks 
more than the contractual time, 
but the organization which served 
us did not even suggest any addi- 
tional payment. 

One of the most important con- 
clusions we have reached concern- 
ing hospital campaigns is that this 
is a field apart from all other fi- 
nancial appeals. Many first class 
community chest .or college fund 
raisers are completely inadequate 
to serve hospitals, for hospitals re- 
quire a very specialized knowledge 
and experience. The campaign 
which merely raises money falls 
far short of the results the hospital 
should experience. It should pro- 
duce not only good public relations 
but a sympathetic understanding 
on the part of the public of the 
whole hospital problem. 

We frankly faced the fact at the 
beginning of our campaign that 
our public relations were not 
good. The transformation that was 
worked during the campaign was 
little short of miraculous and dur- 
ing the months since, we have en- 
joyed increasingly the by-products 
of our appeal. 

The actual cost of our campaign, 
including both the fee and all other 
expenses, amounted to 5.78 per 
cent. Our board, staff and most of 
our community, I think, feel that 
the by-products were worth every 
cent of what we spent even though 
the raising of funds had not been 
involved. We do not feel that we 
were lucky; we feel that we 
feaped the legitimate fruit of the 
care we exercised in the choice of 
our directing firm. 
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PALLIATIVES FOR PARENTS 


Broadcasts from the polio ward 


ARENTS’ ANXIETY over the hos- 

pitalization of their children 
with poliomyelitis stems in part 
from their inability to see or talk 
with them during the period of 
isolation. In an experiment with 
radio this past summer, St. Luke’s 
Hospital at Kansas City has solved 
one part of that problem. The chil- 
dren participate in direct broad- 
casts from the polio ward from 
5:30 to 5:45 Pp. M. each Tuesday 
and Thursday. The voices that they 
hear during these sessions are the 
parents’ sole direct contact with 
their children. 

When the idea was conceived, a 
call to the program director at 
Kansas City’s radio station KCKN 
brought immediate results. He 
agreed to the plan and to make the 
broadcasts at no expense to the 
hospital as part of the station’s 
public service program. 

The broadcasts require little 
planning since the program is ex- 
temporaneous and no scripts are 
used. Each patient has a chance 
during the 15-minute broadcast to 
relay greetings to his parents, rela- 
tives and friends. Usually the child 
will ask for some type of toy, and 
following each broadcast box after 


WHILE the interviewer talks with polio 
patients, the production chief and station 
engineer direct activity from an anteroom. 


box of toys are received from 
listeners. The older children usual- 
ly add comment about the atten- 
tion that they are receiving in the 
hospital. 

If the child is too ill to be dis- 
turbed, the patient’s name and age 
are given and reports of progress 
are relayed by doctors and nurses. 
Parents thus know the exact con- 
dition of the patient at the time of 
the broadcast. By the time of the 
second broadcast, the child gener- 
ally is able to talk. 

The station’s program director 
and engineer arrive about 30 min- 
utes before the scheduled time with 
extra equipment to relay the direct 
broadcast. The station’s engineer 
and production chief are stationed 
in a glass-enclosed anteroom just 
off the ward. A portable micro- 
phone is used for the patient inter- 
views. 

The program director does time 
signaling and by this method it is 
possible for me to interview all 
the patients during the 15-minute 
broadcast. The time spent with 
each patient is governed by the 
number of patients in the ward. 

Parents, who have been under 
great strain during their children’s 
period of isolation, have been 
greatly bolstered by the broadcasts 
and enthusiastic in their praise. 
Though not planned with that in 
mind, the public relations effect 
has been exceedingly worthwhile. 
All of the parents have gone out 
of their way to express apprecia- 
tion for this service to both the 
hospital and the radio station. 
There is no way to measure the 
direct response of other listeners, 
but undoubtedly there is consider- 
able general appeal. 

I believe that it is possible for 
any hospital to give the same type 
of service if the administrator or 
public relations director will take 
up the problem with his local radio 
station. —MELVIN H. DUNN, assist- 
ant superintendent, St. Luke’s 
Hospital, Kansas City, Mo. 
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OSPITAL CARE is too expensive. 

Hospital administrators have 
heard it from their patients and 
their staff physicians. They have 
wondered about it themselves. 

How do hospitals reply to such 
criticism? When pressed for an 
answer, they set about proving 
with good logic and defensible 
argument that the American pub- 
lic is getting better health services 
at a price which, proportionately, 
is no greater than grandpa paid 
in his day. They show that the 
costs of cosmetics and liquors ap- 
proximate or exceed the amounts 
spent for hospital care. They recall 
the large sums spent for chewing 
gum each year and they add to the 
list of such luxury item expendi- 
tures with authoritative and pe- 
dantic ease. That settles the issue 
to their satisfaction. 

These arguments make little im- 
pression on the patient. He is not 
interested in sacrificing pleasure 
and luxury and he wants no part 
of a hospital experience—particu- 
larly the bill. Whatever it costs is 
too much. The only way he could 
be satisfied completely is through 
elimination of the need for hospi- 
tal care. The patient knows that 
he pays more for hospital care than 
he wants to pay. 

" Such divergent points of view 
make the job of demonstrating the 
values of good hospital care parti- 
cularly difficult. They explain in 
part why get-well-quick cures and 
spread-the-burden ‘schemes for fi- 
nancing care are popular. 


POSITIVE ACTION 


What is being done about it? 
Real management ability has been 
demonstrated by hospital admin- 
istrators. They have streamlined 
their business offices, instituted 
food service savings, built effici- 
ency into their intra-organiza- 
tional service activities, employed 
better trained and more effective 
personnel, eliminated many small 
wastes of manpower, equipment 
and supplies which in combination 
have resulted in large savings to 
their institutions. In short, they 
have done for their hospitals what 
good management engineering has 
done for industry. Yet, the costs 
have increased steadily. 





Mr. Norby is an assistant director of the 
American Hospital Association. 
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Enough health service for all? 


Why a commission study and 


what it would reveal 


Are they defensible costs? Are 
they properly allocated? Is hospi- 
tal finance in tune with economic 
environment? Are hospital re- 
sources being conserved? Does the 
present method of financing need 
overhauling? There is some evi- 
dence that it needs adjustment at 
least. 

Hospital administrators have 
budgets to balance and payrolls 
to meet so they are more con- 
cerned than patients realize. Yet 
the patient continuously raises 
questions about the size of his bill. 
More must be done about it. 

Many suggestions have been ad- 
vanced and strong efforts have 
been made to translate hospital 
interest into an action program. 
One such effort was the establish- 
ment of the Commission on Hos- 
pital Care by the American Hos- 
pital Association. Through this 
study the functions and responsi- 
bilities of the general hospital were 
redefined. Another contribution to- 
ward more effective distribution of 
hospital care was the enactment of 
Public Law 725, the Hospital Sur- 
vey and Construction Act. 

Hospitals played a large part in 
the development of this legislation 
and they are aiding its operation. 
More recently hospital groups 
have worked closely with congres- 
sional leaders in the development 
of indigent patient care and other 
hospital aid programs which are 
expected to reduce the cost of care 
to self-paying patients. 

Now an action effort is devel- 
oping which offers great promise— 
the proposed national study of the 
financing of hospital care. 






MAURICE J. NORBY - 


Observations of the current situ- 
ation in the financing of hospital 
care stimulated the American Hos- 
pital Association’s Council on Pre- 
payment Plans and Hospital Re- 
imbursement to recommend and 
the Board of Trustees to agree to 
sponsor a two-year comprehen- 
sive study of the problem. An or- 
ganizing committee was appointed 
by the president of the Association 
to discuss implementation of the 
project. 

After conferences with several 
foundations concerning financial 
support of the study, the National 
Foundation for Infantile Paralysis 
offered to finance the work of a 
special planning committee which 
would define the purpose and 
method of organization of the 
project. This committee has com- 
pleted its work. Its report has been 
approved by the Board of Trus- 
tees. Members of the study com- 
mission are being selected and 
foundations are being approached 
for aid in the financing of the 
project. There is good evidence 
that this most important coopera- 
tive effort by hospitals is about to 
be initiated. 


NEED FOR STUDY 


Recent developments in the or- 
ganization and administration of 
hospital care have extended the 
responsibilities beyond that of a 
spiritual beneficent charity. The 
modern hospital with its teams of 
special technicians and its intricate 
mechanical aids is a complex 
organization. Maintenance has 
changed from private sponsorship 
to community responsibility. The 
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Preliminary organization has 
now been completed to set up 
an independent commission to 
make a two-year study of the 
costs of providing adequate 
hospital services and to de- 
termine the best systems of 
payment. Members are being 
selected and financial aid is 
being solicited to get this 
comprehensive study underway. 


cost of operation has increased out 
of proportion to the contributions 
by individual philanthropy and is 
imposing heavy burdens on pa- 
tients’ resources. 

Medical science has opened new 
avenues to improved health serv- 
ices at an unprecedented rate. 
These new developments have re- 
quired adoption of new techniques 
of diagnosis and treatment, more 
personal service, additional equip- 
ment and increased institutional 
care. Although medical science 
has extended life expectancy and 
eliminated unnecessary suffering, 
such advancement has greatly in- 
creased the costs of medical care. 

American people appreciate the 
value of organized health services. 
Because of education and experi- 
ence, the public now seeks and 
receives both a higher quality and 


a greater quantity of hospital and 
medical care than at any other 
time in our history. This service 
is purchased at a much higher 
aggregate cost. 

Hospitals serve as the training 
center for those that supply health 
services. Much basic research in 
the medical sciences is done in hos- 
pitals. Public health activities are 
gravitating toward the hospital. 
Hospitals are developing into the 
foci of the health activities in their 
communities. 

These forces have combined 
dramatically in recent years to 
place emphasis on the importance 
of adequate financing for hospitals. 
They have contributed in large 
measure to the study and rapid 
rise of the costs of health service 
to the individual. 

The crisis in hospital finance— 
Measured in terms of both pa- 
tients served and dollars expend- 
ed, the scope of the hospital prob- 
lem is extensive and increasing 
rapidly. This is particularly true 
of the cost of providing necessary 
care during the past four years of 
inflationary trends. 

In 1945 the civilian hospitals re- 
ported expenditures of about $1,- 
400,000,000; in 1948, $2,400,000,000. 
More important than the great 
increases in total expenditures by 
hospitals is the financial condition 
of these institutions of public 
service. 

Of great importance among all 
hospitals is the nonprofit group 
which served more than two- 


thirds of all patients admitted to 
hospitals last year. Reports based 
on data submitted by over one- 
half of all nonprofit general hos- 
pitals indicate that expenditures 
exceeded patient income in about 
three-fourths of the hospitals in 
1947 and in about two-thirds of 
the hospitals in 1948. They also 
reported that expenditures ex- 
ceeded total income in about one- 
half of the hospitals in 1947 and 
in about one-third of the hospitals 
in 1948. Thus, there is evidence 
that our hospitals, while still in 
serious difficulties, are not in im- 
mediate danger of collapse. 

Sample studies indicate that 
charitable giving to hospitals has 
not increased in equal proportion 
to hospital expense. Most local and 
state governments still pay less for 
the service for their wards than 
it costs the hospital. Paying pa- 
tients are being required to shoul- 
der responsibility for a much larg- 
er proportion of the aggregate cost 
of hospital care than ever before. 
The crisis in hospital finance has 
been shifted from the institution 
to the sick individual. How much 
more strain his resources can with- 
stand is a question. If this last bul- 
wark of support collapsed, many 
of our hospitals would disintegrate 
rapidly. 

The patient’s plight—The na- 
tional average expenditure per 
patient day in hospitals for short- 
term illnesses during the four- 
year period 1945 through 1948 rose 
from $8.60 to $13.09. 





The pattern for producing hospital deficits 


Per cent of nonprofit general hospitals in which expenditures have exceeded income for two years 


2.7 


Expenditures in 1947 
exceeded PATIENT in- 
come in 72.7 per cent 
of reporting Senpitils 


6.1% 


Expenditures in 1948 
exceeded PATIENT. in- 
come in 60.5 per cent 
of reporting hospitals 


0.5% 


Expenditures in 1947 
exceeded TOTAL in- 
come in 46.1 per cent 
of reporting hospitals 


31.3% 


Expenditures in 1948 
exceeded TOTAL in- 
come in 31.3 per cent 
of reporting heute 





Source: American Hospital Association Directory, 1948, and Statistics and Directory Section of HOSPITALS, June 1949 
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As hospital expenditures rose 
during recent years, room and spe- 
cial charges have been increased 
to all patients or their sponsors. 
Private patients, particularly those 
who have not been covered by 
prepayment insurance, have been 
hardest hit because their personal 
resources have been easiest to 

‘tap. Governments and community 
agencies have met only partially 
the increased hospital operating 
costs. It is difficult to see how gov- 
ernmental agencies could meet 
fully their expanded responsibil- 
ities in the event the country en- 
tered a period of economic stress. 

The self-paying patient is find- 
ing it increasingly difficult to meet 
hospital obligations. His more fre- 
quent use coupled with rising costs 
has placed him in a more difficult 
financial position than ever before. 
Because a major portion of oper- 
ating income for the maintenance 
of voluntary hospitals for acute 
illness is obtained from private 
patients in payment for the serv- 
ices they get, their ability to pay 
is a major consideration in hospi- 
tal finance. It appears necessary, 
therefore, to study the elements of 
hospital cost and the methods of 
organization and distribution of 
hospital cost so that the most eco- 
nomic and efficient health service 
system may be put to the patient’s 
use. 

In the public interest—Some 
geographical areas and some pop- 
ulation groups do not have ready 
access to hospital services. Numer- 
ous proposals for extending the 
availability of facilities are being 
made. When new hospitals are 
_constructed in regions where there 
are none now, an additional finan- 
cial burden will be placed on pub- 
lic resources. 

Many communities are hard 
pressed to finance high quality 
hospital care under the present 
system of organization and dis- 
tribution. Yet hospitals in these 
same communities frequently are 
faced with the necessity of either 
increasing charges or curtailing 
services because of rising costs of 
operation. 

The public interest requires that 
vital public agencies provide the 
highest quality service at the low- 
est possible cost. Hospital care 
ranks high among those indispen- 
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sable services which organized 
society maintains. 

If the present system of financ- 
ing and distribution of health serv- 
ices in hospitals needs modifica- 
tion, the decision for change should 
be based upon facts. Actually little 
recently collected data are avail- 
able for study. The factors con- 
tributing to the size of the pa- 
tient’s bill including the influence 
of medical practice on institutional 
service charges need careful, ob- 
jective examination. 

In broad outline the purpose of 
the study will be to study the costs 
of providing adequate hospital 
services and to determine the best 
systems of payment for such serv- 
ices. 


OBJECTIVES 


A study of the financing of hos- 
pital care must answer basic ques- 
tions relating to the quantity and 
quality of care, the sources of 
services, the component parts of 
the cost of care and the systems of 
distribution and payment for care. 

Major emphasis must be placed 
on the influence of medical prac- 
tice on institutional service charg- 
es. Methods must be found where- 
by acceptable controls on the ad- 
ministration of both medical and 
institutional services can be estab- 
lished without jeopardizing the 
availability of high quality care. 

Economies of physicians’ time, 
patients’ time and_ institutional 
services must be developed. The 
functional relationship of the hos- 
pital and the physician must be 
clarified with a view toward more 
effective and economical use of 
equipment and personnel. 

Ways must be found or stand- 
ards established to ensure the eco- 
nomical use of indicated diagnos- 
tic and therapeutic procedures and 
drugs. Arrangements must be de- 
veloped whereby patients will 
have full and ready access to all 
of the hospitals’ life-giving serv- 
ices and equipment without the 
necessity of bed occupancy. All of 
these and many more modifica- 
tions of present day hospital and 
medical practice will tend to re- 
duce the cost of service to the 
individual. 

In addition to direct services to 
patients, educational research and 
public health activities contribute 








to the size of the patient’s bill. 
Analysis of these costs and proper 
allocation to responsible agencies 
may result in further reductions 
in the charges against the recipient 
of hospital care. Also, study of 
these factors may result in the 
provision of more adequate in- 
come to hospitals from other than 
present sources for their financing. 
Any such result would strengthen 
the financial base of hospitals and 
reduce the cost of care to patients. 

When all possible economies of 
operation have, been explored, it 
seems logical that a proposal be 
made for an orderly and syste- 
matic method of distribution, allo- 
cation and payment for care. Also, 
an analysis of the fluctuating con- 
ditions of our economy which in- 
fluence the cost of health service 
and the ability of people to pur- 
chase care should be developed. 
Properly conducted, this study 
should serve as a guide to aid hos- 
pitals and physicians to plan their 
health programs so that future 
costs may be kept within the abil- 
ity of the nation as a whole to 
finance needed care. 


SUMMARY 


The health of the people is the 
wealth of the nation and so the 
provision of hospital and medical 
care has public service connota- 
tions. Greater unity of purpose 
and coordination of effort between 
the hospital and the physician 
working in the hospital is a neces- 
sary development in the interest 
of more effective and economical 
operations. So, although hospitals 
take the lead, physicians will play 
a large part in the successful con- 
clusion of the study. 

Public health officials and gov- 
ernmental agencies also will be 
called on for assistance. In this ef- 
fort the hospitals of America will 
weld together the interests of all 
health agencies for the common 
good. 

With firmness of purpose, hos- 
pitals will drive toward their goal. 
They will seek authoritative guid- 
ance through this study in order 
that they may provide an adequate 
quality and quantity of hospital 
care for all of the people. within 
the limits of resources which it 
may reasonably be expected can 
be devoted to that purpose. 
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Contests to develop courteous employees 


SUCCESSFUL COURTESY pro- 

gram for employees was ini- 
tiated at Baylor Hospital several 
months ago by a small group of 
employees who decided that dis- 
courtesy is one of the greatest 
handicaps and courtesy one of the 
greatest assets of an institution. A 
four-month program was worked 
out by this group after consulting 
with the administrator and receiv- 
ing his approval. 

From the beginning of the pro- 
gram the employees, doctors and 
the public responded favorably to 
the program. It was divided into 
five major parts. 

FIRST, each employee was urged 
to consider seriously the meaning 
of courtesy and to put his under- 
standing of the word into practice 
daily. 

SECOND, each employee was giv- 
en an opportunity to write and 

Miss Saunders is administrative assistant 


at the William Buchanan Blood Center, 
Baylor Hospital, Dallas, Texas. 


Baylor Hospital has completed 
a successful five-point, four- 
month program that brought the 
plaudits of hospital patients. 
Slogans, contests, posters and 
prizes were teamed to encourage 
full participation of employees. 


MARJORIE SAUNDERS, LL. B. 


submit an original essay on the 
subject, ‘““What Is Courtesy?’’. 

THIRD, each employee was given 
the chance to submit an original 
slogan on courtesy which Baylor 
Hospital employees could adopt 
and put into practice. 

FourTH, interesting films on 
courtesy were shown and time was 
arranged for each employee to see 
them. 

FIFTH, patients, doctors and em- 
ployees were asked to participate 
in the selection of the most cour- 
teous employee in Baylor Hospital. 
Questionnaires and ballots were 
made available to all for voting. 
Employees obtained ballots in 
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began March Ist a 











THE COURTESY program at Baylor Hospital was kept before the employees constantly. One 
method of doing this was through the monthly employee magazine. Another was by posting 
original slogans on courtesy which were submitted by employees in one of three contests. 
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their departments and a ballot box 
was placed at the information 
desk. The box was emptied daily. 

Further interest in the campaign 
was stimulated by the awards to 
be presented to the various contest 
winners. These were: (1) To the 
employee chosen as the most cour- 
teous employee in Baylor, a $25 
savings bond; (2) to the employee 
writing the best original essay of 
not more than 300 words on ‘‘What 
Is Courtesy?” a $25 savings bond; 
(3) for each of the next two best 
essays, a $5 fountain room ticket 
book; (4) to each employee sub- 
mitting an original slogan on cour- 
tesy which was accepted and used, 
a $3 fountain room book. These 
slogans were submitted during the 
first month of the campaign. 

Each slogan used was printed on 
544x5%-inch sheets of various col- 
ored paper and posted in prom- 
inent places throughout the hos- 
pital. 

The program was announced in 
the March issue of Baylor Progress, 
the monthly employee magazine. 
To give the employees an idea of 
what was meant, an essay, “What 
Is Courtesy?” also was published 
as were several quotations on 
courtesy. 

The employees caught the idea 
quickly and a decided improve- 
ment in attitude could be seen dur- 
ing the first month. In the April 
issue of the magazine, a doctor on 
the hospital staff, a former patient, 
an employee and a trustee were 
asked to give their opinions on the 
courtesy program. Their state- 
ments and their photographs were 
published. 

Six slogan winners also were 
announced in the April issue. The 
slogans, in the meantime, had been 
printed and posted throughout the 
hospital. Each poster included a 
line of credit for its author. 

By the time the May issue of 
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Baylor Progress was released, vot- 
ing for the most courteous em- 
ployee had reached fever heat. In 
addition, interest in the program 
had been expressed by persons 


from other hospitals, some as far 


away as New York. 

After the ballot boxes were 
closed, votes were counted by a 
disinterested and impartial com- 
mittee appointed by the adminis- 
trator. Eight employees won cour- 
tesy awards. Many received com- 
mendatory remarks from patients, 
doctors and hospital visitors. There 
were very few employees who did 
not receive some votes. 

The essay which won first prize 
was published ir the June issue of 
the employee magazine along with 
the pictures of all employees who 
received awards. Other essays will 
be printed from time to time to 
keep the idea constantly before the 
employees that courtesy is continu- 
ous, not merely something to be 
turned on and off. 

Because of the many votes re- 
ceived by two employees, second 
and third prizes also were award- 
ed in the most courteous employee 
competition. 

It is anticipated that the cour- 
tesy idea will be a continual pro- 
gram. Other related programs are 
expected to follow so that the hos- 
pital always will merit the name, 
“Baylor, a courteous hospital.” 





PHYSICIANS, PLEASE VOTE! ! 


at a hospital, regardless of how 
ional services are lassified as 





DOCTORS, employees and patients were 
asked to ballot in the courtesy contest. 
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Assistance for telling 


the hospital’s story 


Building community goodwill is the goal of the 
Association's newest service program. Benefits 
will stem from effective hospital participation. 


LYNN C. WIMMER 


T IS ALMOST A TRUISM of hospital 
I public relations that if a third 
of the energy devoted to the selec- 
tion of foodstuffs, the surveillance 
of accounting ledgers and the for- 
mation of operating room proce- 
dures were devoted to winning the 
love and affection of the patient, 
and through him the community, 
the institution’s problems could be 
solved with relative ease. 

To help the busy administrators 
of both small and large hospitals 
who wish to strengthen their insti- 
tutions’ position in the community, 
the American Hospital Associa- 
tion’s Council on Public Relations 
this month will launch an ambi- 
tious public relations campaign. 

While admittedly not all of any 
hospital’s problems would be 
solved by the installation of an 
aggressive public relations pro- 
gram, a great many of them could 
be faced with considerably more 
confidence if the administrator 
knows his institution has the re- 
spect, appreciation and support of 
the community it serves. 

The new public relations cam- 
paign was planned to assist in the 
development of such a program in 
the individual hospital. Entitled 
“Telling Your Hospital’s Story,” it 
is designed to show administrators 
and their staffs how to win im- 
portant local understanding and 
appreciation for the services their 
hospitals are performing. For this, 
kits, newsletters, leaflets and re- 
lated promotional material are in 


Mr. Wimmer is assistant secretary of the’ 


Associatior’s Council on Public Relations. 


preparation and will be made 
available to hospitals. 

The initial public relations kit 
in the series, to be sent to admin- 
istrators this month, deals with 
the significant area of hospital . 
employees. This kit is not intended 
to supplant any employee relations 
program. Rather, it presupposes an 
established and functioning pro- 
gram and offers ways of augment- 
ing it by the use of sound public 
relations techniques. 

By converting employees into 
“good-will envoys without port- 
folio,” the hospital can capitalize 
on the many contacts they have 
with patients and visitors on the 
job, and with friends and relatives 
outside the institution. As pointed 
out in kit No. 1, the many people 
who come in contact with hospital 
employees and the many oppor- 
tunities they have daily to build 
understanding and _ appreciation 
for their institution make it imper- 
ative that administrators extend 
every effort to enable employees to 
sell the hospital to the community. 

The way recommended to do 
this is a thorough process of indoc- 
trination by which each employee 
is informed about all significant 
aspects of hospital life. Adminis- 
trators can achieve this, it is ex- 
plained, by special instruction at 
the time of employment, through 
meetings, stories in hospital publi- 
cations, leaflets, announcements 
posted on bulletin” boards, stuffers 
inserted in pay envelopes, special 
displays and annual reports. 

Section II of the kit outlines 
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some of the things that every hos- 
pital employee should know in 
order to be an effective public rela- 
tions ambassador. Among others, 
the employee should know: (1) 
The historical background of the 
institution, including its major 
purposes, goals and future plans; 
(2) how the hospital operates ad- 
ministratively and professionally; 
(3) the purpose and functions of 
the governing board; (4) the na- 
ture of the diverse services offered; 
(5) sources of hospital income as 
well as data on how the money is 
spent, and (6) some general sta- 
tistics such as total admissions, 
births and outpatient service. 
“All the News that’s Fit to Pro- 
mote” is the subtitle to Section III 
of the kit. This section, which deals 
with the press, offers suggestions 
for publicizing employees’ achieve- 
ments and at the same time indi- 
rectly publicizing the hospital’s 
story. Newsworthy items concern- 
ing employees, about which every 
administrator. or his _ assistant 
should be alert, include: Attend- 
ance at special conferences, 
meetings or institutes; formal rec- 


ognition of many years of service; 


special achievements; honors or 
awards inside or outside the hos- 
pital; special parties such as those 
for underprivileged children; 
time-saving aids or efficiency- 
improving devices that might have 
been developed on the job, and 
special articles with a feature slant. 

This section of the kit empha- 
sizes the important fact that the 
item the administrator telephones 
to the newspaper actually may lead 
to additional stories on some other 
phase of the hospital. For instance, 
if a member of the auxiliary culti- 
vates a prize-winning chrysanthe- 
mum in her garden and the 
administrator tells the newspaper 
about it, he might pave the way 
for a subsequent story on the vol- 
untary group’s profitable thrift 
shop. 

“The Radio and Hospital Em- 
Ployees” is the subject of the 
fourth section of the kit. When 
professional and nonprofessional 
hospital employees have distin- 
guished themselves by some talent, 
skill or achievement, the kit ex- 
Plains, they become prospective 
§uesis for any number of radio pro- 
grams that the local station may 
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be presenting. Through the house- 
keeper, the dietitian or athletes 
from some of the hospital’s sports 
teams, part of the _ institution’s 
story can be told the community 
over the local radio stations. 


Since honoring formally those 
employees who have distinguished 
themselves by years of faithful 
service is one of the most reward- 
ing methods of improving hospital- 
employee relations, Section V of 
the kit presents a model Honor 
Night. A tentative schedule for an 
event of this kind is given as are 
other special suggestions. 

One entire section of the kit— 
Section VI—is devoted to a calen- 
dar of special days and weeks. 


.From this calendar, long a favorite 


with commercial publicists, a group 
of special days and weeks has been 
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Full endorsement 


Two enthusiastic support- 
ers of the new public rela- 
tions program are Joseph G. 
Norby, immediate past pres- 
ident of the Association, dur- 
ing whose term of office the 
program was prepared, and 
Florence E. King, chairman 
of the sponsoring Council on 
Public Relations. They say: 
>» Mr. Norsy: The necessity 
for community understanding 
of the hospital’s problems 
and appreciation for the ser- 
vices it is performing have 
never been greater. Through 
broad application of the ele- 
mentary principles of sound 
public relations, this goal can 
be achieved. The “Telling 
Your Hospital’s Story” cam- 
paign developed by the Asso- 
ciation’s Council on Public 
Relations will show you how 
to do it. 
>» Miss Kine: It is the coun- 
cil’s firm belief that con- 
tinuing use of the _ public 
relations aids, suggestions 
and recommendations to be 
found in the “Telling Your 
Hospital’s Story” campaign 
will prove of definite value to 
hospitals seeking to improve 
their relations with the com- 
munities they serve. 


selected. These may be used by 
imaginative hospital administra- 
tors who are seeking news pegs on 
which they can subtly tell their 
hospital’s story in the local papers. 

An illustrative event, National 
Hobby Week, is explained in detail 
to show one way in which a spe- 
cial week can work in the hospital’s 
behalf. Other days and weeks also 
are listed which might be exploit- 
ed fruitfully by hospitals. 

“This Has Been Done,” Section 
VII of the kit, contains examples 
of “Public Relations in Action” 
and lists such activities as essay 
contests, birthday cards, movies, 
attitude surveys, suggestion boxes 
and service pin awards that have 
been used successfully by hospital 
administrators to win employee 
support and cooperation. 

The final section of the kit, Sec- 
tion VIII, is titled “Sources of 
Special Aids.” It tells ‘Where to 
Obtain Helpful Materials” and of- 
fers a battery of items that the 
administrator will find beneficial 
in carrying out his public relations 
program among employees. 

Subsequent kits in the series will 
be concerned with patients; aux- 
iliary; school, church and civic 
groups; National Hospital Day, 
and special events. The kits tenta- 
tively are scheduled to be issued 
bi-monthly. 

They will be supplemented by 
leaflets on pertinent hospital 
topics. Leaflets will be suitable for 
distribution to patients, visitors 
and the general public throughout 
the community. They will be sold 
at cost. 

Newsletters, in which such sub- 
jects as “How to Present Films” 
and “Organizing a Public Relations 
Committee” are emphasized, also 
are in preparation for use in help- 
ing hospital administrators with 
their task of telling the hospital’s 
story. 

The Council on Public Relations 
includes: Florence E. King, Jewish 
Hospital, St. Louis, chairman; 
John V. Connorton, Greater New 
York Hospital Association, New 
York City; R. F. Whitaker, Emory 
(Ga.) University Hospital; Arthur 
J. Will, County. of Los Angeles 
(Calif.) Department of Charities, 
and Marshall I. Pickens, Duke En- 
dowment, Charlotte, N.C. C. J. Fo- 
ley is secretary of the council. 
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A new hospital—without faults of the old 


HEN A NEW HOSPITAL—such 

W as Ashtabula General — is 
planned, it takes an old one to 
emphasize what should be done to 
improve hospital service. If experi- 
enced staff members are encour- 
aged to help with the planning, 
even greater improvements can be 
made—and more economically 
than through arm-chair designing. 

For maximum community serv- 
ice, then, an old structure can 
stand as the basis for comparison. 
Its good features can be preserved, 
possibly improved; its bad points 
eliminated. Special departmental 
needs can be satisfied and new 
standards of construction and 
safety can be used to greater ad- 
vantage. 

Fortunately, old Ashtabula Gen- 
eral still stands as our new hospi- 
tal is under construction. It is a 
community landmark which has 
served well but perhaps too long 
to meet growing community needs. 
It has been our center of medical 
care since 1903. 

Through the years the patient 
load has increased so that the hos- 
pital is almost constantly over- 
crowded. In 1940, for example, 
1,957 patients were admitted; in 
1947, 4,085 were admitted with no 
increase in physical capacity or 
facilities within the hospital. 


Miss Rainnie is superintendent of Ash- 
tabula (Ohio) General Hospital. 
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Many of the old hospital’s fea- 
tures are inadequate. The nursing 
units are small and _ scattered, 
making them costly as well as in- 
efficient to operate. The maternity 
division has been expanded during 
the last three years at the expense 
of a whole unit of surgical beds 
which also are needed. This has 
handicapped surgical services and 
has kept patients waiting for beds 
to become available. 

Before reconstruction was con- 
sidered, therefore, each of the de- 
partments was surveyed carefully. 
The laboratory is so small and 
crowded that it cannot function 
properly; the x-ray section, the 
surgery unit, the maternity de- 
partment,. the offices and emer- 
gency all are totally inadequate. 
Our kitchen has outgrown its orig- 
inal intention and although more 
than 100,000 meals are prepared 
there each year, the extra time 
consumed in an _ uneconomically 
laid out, old-fashioned kitchen 
with stove to match is a constant 
problem to personnel. 

Likewise, storage facilities are 
discouragingly limited. They are 
scattered throughout the _base- 
ment of this out-dated, out-moded 
hospital. One other deficiency is 
particularly disturbing: The man- 


ually operated dumbwaiter which 
operates between the kitchen and 
the diet kitchen on the floor above 
and which must bear the weight 
three times a day of all food con- 
sumed by the patients as well as 


_all dishes six times a day, since 


the dishwasher is downstairs. 

Finally, none of the old struc- 
ture is fire safe. Although all safe- 
ty precautions are taken, it would 
be difficult to check the spread of 
fire in this very old, poorly-con- 
structed building. 

Unfortunately, it takes much 
more than an awareness of such 
deficiencies to solve all resulting 
problems. Funds, know-how, fu- 
ture needs, departmental require- 
ments and even individual taste 
based on experience become essen- 
tial. Some considerations seem far 
removed from hospital construc- 
tion itself, yet are vital if repairs 
or a completely new structure are 
to be of maximum service. 

Early in 1946, we gathered val- 
uable information about the com- 
munity to be served, the popula- 
tion, development and growth dur- 
ing the previous 10 years, number 
of industries and the new indus- 
trial developments which are an- 
ticipated. Hospital plans of the 
Public Health Service were stud- 
ied as well as those published in 
hospital journals. These sources 
contained a wealth of materia!. 
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A well-qualified hospital con- 
sultant who is also a hospital ad- 
ministrator was engaged then by 
the board of trustees to make a 
survey and determine our total 
needs in relation to maximum 
community service. Annual reports 
of the hospital were studied by 
him in regard to financial and sta- 
tistical data. Finally, the hospital 
facilities available within a radius 
of 25 miles were studied to deter- 
mine just how adequately they 
were serving the area. 

The nature of the territory, the 
density of its population, the 
churches, schools, social and eco- 
nomic conditions, utilities and rec- 
reational facilities of the commu- 
nity were taken into consideration. 
Statistics on death and birth rates 
in the country during the previous 
five years were included in the 
survey and the health department 
and community physicians con- 
tributed their knowledge. 

The number of beds needed in 
the new hospital was determined 
by three methods. One was the 
bed-death ratio (found to be 0.7 
per cent and based on the per- 
centage of bed occupancy). An- 
other was the Public Health Serv- 
ice formula which was 4.5 beds per 
thousand population. The third was 
the Blue Cross prepayment meth- 
od based on the reasonable expec- 
tation that one out of 10 subscrib- 
ers will be hospitalized during an 
average year. Results: Ashtabula 
General will have a 132-bed capac- 
ity. Some its rooms will be ade- 
quate for two beds should dou- 
bling-up become necessary and 
thus the hospital will have a po- 
tential bed capacity of 150. If a 
fifth floor is added to the north 
wing according to projected plans, 
even more beds will be available 
as well as 36 additional bassinets, 
a sun room and public rest room 
facilities. 

In January 1947, all data were 
presented by the consultant to the 
board of trustees and a representa- 
tive of the medical staff as well 
as to the superintendent. All had 
assisted in collecting this informa- 
tion and thus many vital questions 
were asked and answered. Imme- 
diate steps were taken to conduct 
a Campaign for funds to build the 
new hospital that this community 
SO eagerly desires. 
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In March 1947, a capable cam- 
paign director was appointed to 
conduct the financial drive. The 
period of June 2 to 12 was set as 
the time of the campaign. The 
community first thoroughly was 
informed through the local news- 
paper, radio station and by speak- 
ers sent to every industry, club 
and business. An advisory com- 
mittee of leaders in the community 
aided tremendously in launching 
and carrying on the campaign. 

Members of the board and the 
women’s auxiliary as well as doc- 
tors and nurses and many others 
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volunteered their services to attain 
the goal which was set at $460,000. 
The expense of the campaign was 
underwritten by one of our board 
members. Tentative plans were 
drawn and special gifts were ear- 
marked as memorials for individu- 
als, families and organizations. 
Every possible source in the com- 
munity was enlisted—and as a re- 
sult our goal was oversubscribed. 

Soon after the conclusion of the 
fund drive, the board of trustees 
investigated the possibility of par- 
ticipation in the Hill-Burton Hos- 
pital Survey and Construction Act. 
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Conrad, Hays, Simpson and Ruth, architects, Cleveland, Ohio. 





The Ohio hospital survey ques- 
tionnaire was completed and top 
priority rating was given to Ash- 
tabula on January 30, 1948, fed- 
eral funds providing $565,200 of 
the total cost of $1,692,000. The 
remainder was pledged during our 
fund drive, donated from the es- 
tate of a Cleveland citizen and 
supplied from the building fund of 
the hospital board. 

Architects were selected early 
the following March. A planning 
committee was appointed which 
was made up of two representa- 
tives from the board of trustees, 
one from the medical staff, the ad- 
ministrator, one from the women’s 
auxiliary and three from labor 
organizations which met at inter- 
vals to discuss the development of 
plans with the architects and the 
hospital consultant. 

Conferences also were held by 
the hospital consultant, architects 
and medical staff and suggestions 
were made on all plans. The board 
of trustees kept the various groups 
informed of the progress of plans 
from time to time while awaiting 
conferences with state and federal 
officials for completion of the 
project. 

Preliminary floor plans were 
posted in the corridor of the pres- 
ent hospital for all personnel, staff 
and visitors to study and construc- 
tively criticize. A suggestion box 
was kept in the main hall. The 
heads of each department were en- 
couraged to study the plans, dis- 
cuss them with all their staff per- 
sonnel and bring in suggestions. 

Many features of the new hos- 
pital prove the value of our con- 
tributory planning. Its design is 
functional, time-saving, step-sav- 
ing and readily adaptable to ex- 
pansion. The public entrance, for 
example, is accessible to the ad- 
ministrative offices, a plan which 
helps to control traffic and visitors. 
It affords a central place for in- 
formation and the business of ad- 
mitting and discharging patients 
and is far removed from the pa- 
tient unit, thus reducing noise and 
confusion. There also will be pub- 
lic waiting rooms on each floor 
near the passenger and _ service 
elevators. 

The new hospital has_ been 
planned to serve the community 
adequately, yet is designed to stay 
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within the limits of its financial 
ability. Though modern in every 
respect, the hospital is without 
frills or costly luxuries. Thus, 
while we would have liked to sup- 
ply a toilet as well as a wash basin 
for each room, the cost would have 
necessitated sacrificing more es- 
sential items of equipment. 


NEEDED SERVICES 
For safety and quick service, 
visible audible call systems as well 
as-radio and telephone outlets will 
serve each patient room. Other 
facilities—which often are taken 
for granted—such as baths, show- 
ers, patients’ and nurses’ rest 
rooms, flower and linen rooms and 
utility rooms will be provided. 
The basement of the new hos- 
pital will have 17,706 square feet 
of space and will contain the 
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dining rooms, formula 
rooms, central dressing rooms, 
pharmacy, autopsy, receiving 
room, storage rooms, general lock- 
er rooms, record storage and me- 
chanical and electrical equipment 
rooms. Entrances to service tun- 
nels leading to the laundry and 
nurses’ home also will be in the 
basement. 

A marked improvement over the 
old hospital is the location and 
use of the dumbwaiters. Food will 
be handled more easily, served hot 
and palatable and the central sup- 
ply dumbwaiter will mean a great 
saving of steps, time and effort on 
the part of personnel. In the old 
hospital a trip down one or two 
flights of stairs as well as half the 
length of the building is required 
to reach this department. 

In the new floor layout, it no 


kitchen, 
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longer will be necessary for ward 
personnel to leave the wards for 
extra or forgotten food for the 
trays or supplies from the central 
supply, linen or drug room because 
these items will be available via 
dumbwaiters on call to the vari- 
ous departments. 

Accident and operating rooms, 
an x-ray division, diagnostic and 
therapy spaces, a dressing room 
and an observation room will be 
on the first floor in the service 
wing. There also will be a 26-bed 
nursing unit on the first floor. 

The new nursery is located 
away from the patients’ rooms 
partly because of the need for 
every bed in the unit to be as- 
signed to the mothers.. Since ob- 
stetrical patients must be segre- 
gated in Ohio, it would not be 
possible to use part of another 
floor for this service. 

On the second floor there will be 
a 30-adult nursing unit and sur- 
gery. This floor also will have three 
major operating rooms, one frac- 
ture room, a general minor oper- 
ating room, scrub-up rooms, ster- 
ilizing rooms, a work room, a nurs- 
es’ station, a dictating room and 
an anesthesia storage room. The 
pathology department and person- 
nel rest rooms also will be on the 
second floor. . 

The maternity and obstetrical 
departments will be housed on the 
third floor where there will be 27 
beds. Plans provide for two deliv- 
ery rooms and three labor rooms 
in the obstetrical department. Also 
on the third floor will be scrub-up 
and sterilizing rooms, a work 
room, clean-up room, nurses’ sta- 
tion, nurses’ and doctors’ locker 
rooms and a nursery section of two 
normal nurseries with work room 
and doctors’ examining room, pre- 
mature and suspect nurseries. 

The fourth floor will include a 
30-bed nursing unit and pediatric 
section of 14 beds, four bassinets, 
one isolation bed, treatment rooms, 
a dressing room, a serving pantry, 
a bath and rest room and play 
room. 

The building will have a total of 
73,164 square feet and 853,000 
cubic feet of space. It will be of 
the steel-frame type with tile fire- 
Proofing and will have an exterior 
Mostly of brick but with some 
stone. Tile back-up exterior walls, 
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tile interior partitions, pan-type 
concrete floor construction, dou- 
ble-hung windows, acoustical ceil- 
ings and steam heat are among the 
hospital’s most desirable features. 

Ashtabula not only will be able 
to acquire a fifth floor, but addi- 
tional wings as well should the 
community require greater serv- 
ice. The plans are such that lateral 
additions can be built within easy 
reach of central administrative 
units and all the major services. 
Because of its exterior design, ad- 
ditions—lateral or horizontal—will 
enhance the hospital’s general ap- 
pearance. 


ADDED CONSIDERATIONS 
Another problem solved will be 
that all doors will be wide enough 
to allow a bed to pass through 
easily. The nursing units will ac- 
commodate approximately 30 pa- 
tients on each floor, a tremendous 
factor in cutting personnel and 
operating costs. The old units ac- 
commodate only 18 patients at the 
most and are widely scattered. 
The plans for Ashtabula provide 
just about everything that the me- 
dium-sized hospital needs in the 
way of locker and housekeeping 
work space. These areas have not 
been considered last, but rather as 
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integral units which must be 
placed strategically in order to 
provide the most efficient and eco- 
nomical maintenance facilities. 

Personnel and other clerical and 
control functions will be housed 
in the administrative wing, across 
from the doctors’ entrance on the 
south. There will be an ambulance 
entrance for accident and other 
emergency cases on the west side 
of the service wing, which runs 
south toward the nurses’ home. 
This ambulance entrance will lead 
to accident and operating rooms. 

There is no doubt that our new 
building will be rewardingly effi- 
cient compared to the old. It will 
be superior in size and practical 
design and will be more satisfying 
to all departments from house- 
keeping to medical staff, all of 
which contributed valuable sug- 
gestions. 

Ground-breaking for the struc- 
ture took place June 29: this year 
on the same site as the present 
hospital. Changing over, because it 
has been planned, will be carried 
on with a minimum of disturbance 
to patients and staff. Opening day 
will be a community triumph, a 
gratifying comparison of old and 
new, a beginning of better hospi- 
tal care in Ashtabula. 
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New life for those dull 


meetings of the board 


These are some steps that will check a 
potential or growing disinterest 


WILLIAM B. MEYTROTT 


HERE SEEM TO BE quite a few 
Tor us who on occasion have 
problems linked to poorly attended 
or “dead” board meetings. Perhaps 
this situation could be helped, at 
least in part, by recognizing and 
understanding some basic causes 
of the inattendance. There are 
many who will say that we have 
no business in allowing inactive 
“dead wood” to remain on our 
boards of trustees. Yet, to be whol- 
ly practical, some of us must admit 
that what appears to be “dead 
wood” may not be so at all. It 
should be recognized that the lack 
of interest and the lack of partici- 
pation in the board meeting and 
hospital affairs many times stems 
from individual situations that 
develop with the board member 
from time to time. 

When the chairman of the board 
and the administrator notice that 
there is a growing lack of interest 
on the part of the trustees in the 
development of the hospital and 
board meeting participation it is 
essential that they analyze the 
problem in relation to their own 
institution. 

This analysis well may delve 
into certain personal backgrounds 
of the trustee himself. Should the 
cause be inattention or an outright 
absence from meetings because of 
a transfer of interest to another 
institution or work, it might be 
well to have a frank discussion 
with the trustee in question. This 
talk will give him the opportunity 

Mr. Meytrott is superintendent of the 


William McKinley Memorial Hospital, 
Trenton, N. J 
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to withdraw from the hospital 
board without embarrassment. 
Also, many trustees who have 
grown old and tired in working 
with the same institution for many 
years readily welcome the oppor- 
tunity to withdraw gracefully. 
The responsibility for initiating 
such changes certainly rests with 
the chairman or president. 

With the withdrawal of those 
who no longer can devote their 
time and interest toward the de- 
velopment of the hospital, there 


’ are left some trustees who are 


really interested but who find— 
because of changing economic and 
personal conditions—that they are 


For legitimate personal business 
—no embarrassment. 


unable to attend the board meet- 
ings as often as they might because 
they come in conflict with other 
interests. It should be remembered 
the hospital does not own the trus- 
tee’s time and the time the trustee 
places at the hospital’s disposal is 
taken from business or recreational 
time and it is not always expedient 
to request the trustee to make con- 
stant sacrifices that in many cases 
affect his personal family relation- 
ships at home. 

How many of us have had a 
trustee call and give his regrets, 
saying that something had devel- 
oped at home and he must neces- 
sarily be absent from the hospital 
meeting? Certain of these isolated 
instances occur with every board. 
Changing times may bring about 
a very definite conflict of interest 
in the community to the detriment 
of the institution that is unable to 
be partially flexible with its trus- 
tees’ time. 

It is admitted that for good or- 
ganization there must be a set time 
for regular meetings so all who are 
to attend may budget their time 
for such participation. But there 
should be a loophole in the by- 
laws so that on certain occasions 
when an important civic meeting 
or a special symphony concert may 
occur, the trustee may attend it 
without feeling a sense of guilt or 
embarrassment at his absence from 
the hospital board meeting. 

Preparation should be made for 
the unusual so that when the un- 
usual occurs the trustee feels some- 
thing has been given to him in 
the way of extra time to enjoy 
things which are part of his avo- 
cation. 

Aside from the standpoint of 
time, the preparation that goes into 
a board meeting cannot be left 
without consideration. How many 
trustees have attended a well- 
planned and well-organized meet- 
ing when at adjournment time the 
following or similar comment was 
heard: “We really had a swell 
meeting tonight; got a lot done 
and it didn’t take long either.” 

It is not always an easy thing 
to make reports graphic or to pre- 
sent problems that lend themselves 
to discussion rather than routine 
filing away. Attention must be 
paid to the filling in of necessary 


reports with a touch of human 
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interest or to the presentation of 
financial reports which, in spite of 
showing obvious difficulty in meet- 
ing expenses, leave the board with 
a feeling of accomplishment rather 
than a feeling of futility of the hos- 
pital’s continued operation. There 
should be no effort made to create 
situations of great concern when a 
little thought and planning can 
interpret them so that what may 
seem to be even a catastrophic 
financial occurrence will be ac- 
cepted by the board for discussion 
as a part of necessary service to 
a large number of people who are 
far worse off than trustees. 


Carrying our thoughts a little 
bit further, many a good meeting 
has been spoiled by digression to 
business other than that which ap- 
pears on the agenda. Busy men who 
give up important time like to be 
entertained when they plan on en- 
tertainment. When it comes to 
spending two to six hours for the 
welfare of others, we owe it to the 
trustee to keep to the business at 
hand. After all, that is why he 
came to meet with his colleagues 
and us. Digression may be a grand 
social conversation piece, but it is 
certainly a poor part of meeting 
logic. A well-presented order of 
business and a well-planned agenda 
kept on a thoughtful time schedule, 
with sufficient time granted for 
relevant discussion, lead the meet- 
ing to expand and become vital. 

A fact well known to psycholo- 
gists is that persons of all walks 
of life usually do best on what 
interests them most. Therefore, if 
the trustee is to be expected to give 
his best service to the hospital, a 
timely understanding of the trus- 
tee’s personal talents will often 
result in an outstanding contribu- 
tion toward the hospital’s progress. 
Except when trustees are thought- 
lessly chosen, each member has a 
background of experience or per- 
sonal achievement that can be 
useful in finding answers to all 
types of institutional problems. 
For this reason it is highly impor- 
tant that the board chairman and 
the administrator be not only 
aware of the wealth of help sitting 
at his elbow, but also that he plan 
to make use of it. 

Ali the knowledge in the world 
certainly would be useless if kept 
bottled up and allowed to slowly 
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atrophy and grow stagnant. If the 
problem at hand is financial, the 
administrator should use the finan- 
cial brains of his board to aid in 
setting up hospital policies. If the 
problem is purchase and supply, 
the successful merchant may aid 
well by his advice. 

Many of the answers, of course, 
may not be wholly suitable due to 
a dissimilarity of function between 
industry, retail business and hos- 
pital service. Yet this very fact 
presents an excellent chance to in- 
terpret the hospital’s operational 
peculiarities to the hard-headed 
business man or the too socially 
minded labor representative. 

From the standpoint of the time 
to be given to our actual meetings, 
we often pride ourselves on the 
ability to have a rigid starting 
time and to be present when the 
chairman gives the opening slap 
with his gavel. How many of us 


AVIUUGVEGTOOOOULLUS0NTAUVUAUAUAUEUAUEAAEU ASOLO LEO 


ONE FOR THE RECORD 


are as careful in setting up a rigid 
adjournment time? 

The knowledge of the trustee 
that he will not be unduly held 
from things he might wish to do 
later leads him to enter more free- 
ly into discussions and get away 
from that “sitting-on-the-edge-of- 
the-chair — when -will-this-meet- 
ing-be-over” feeling. Certainly 
those who come to the well- 
planned meeting with a sound 
agenda, knowing that their partic- 
ular advice may be needed, feel 
much more prone to give up those 
two, three or more hours neces- 
sary than if the affair were just 
perfunctory. Much has been said 
about what the trustee should 
know about the hospital; much can 
be said about what the hospital 
should know about the trustee so 
that his work may be a satisfying 
accomplishment rather than a nec- 
essary chore. 


The time—but not the place 


IN THE EARLY YEARS of a young physician’s medical career, 
he was in general practice in a small Georgia town. A com- 
bination of near epidemics, arrivals of the stork, and the 
usual run of aches and pains resulted in endless calls, day 
and night. There was hardly time to 
eat.a meal, and so little for sleep that 
he was on the verge of exhaustion. 


One rainy, wintry night he was at- 
tending a young expectant mother at 


her farm home. 


Examination re- 


vealed that it might be some time be- 
fore the advent of the first born. In 
his best bedside manner he conversed 
with those present to quiet the qualms 
of the proud soon-to-be father. 
The patient, with thoughts of her own, asked if she might 
walk about a bit to help ease her discomfort. From his too 
comfortable seat on the edge of the bed the tired doctor 


consented. 


Several hours later he was awakened by a gentle tugging 
at his sleeve and a plaintive voice asking, “Doctor, will you 
get up now and let me get in bed; I think I’m ready.”—JoHN 
R. McGisony, M.D., chief, Division of Medical and Hospital 
Resources, Public Health Service, Washington, D.C. 


Any good anecdote is one for the record. Share yours by sending it to “One 


for the Record,” 


editorial department of Hospitats, 18 E. Division St., Chicago 10. 
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.. . costs for hospitals 
have increased slightly this 
year and there is not much hope 
for a decrease even in 1950. As a 
result, hospitals still find that ad- 
justing rates is a difficult, unre- 
warding chore which requires con- 
siderable work if alli patients are 
to share fairly in maintaining hos- 
pital service. Unfortunately, there 
is little relief in sight. 

The American Hospital Associa- 
tion’s 1949 rate survey, now avail- 
able for distribution, shows that 
despite predictions of lower whole- 
sale prices during the past summer 
and an increase in room rates, hos- 
pitals are suffering a larger deficit 
for the care they give indigent pa- 
tients who are wards of state and 
local governments. Last year the 
Association survey revealed a 38- 
cent increase per indigent patient 
per day over the previous year’s 
deficit. The 1949 figure towers over 
the 1948 total by 99 cents, making 
a total average deficit of $3.57 per 
indigent patient per day. The larg- 
est deficit for indigent care is 
found in the New England states 
($6.05); the lowest in the west 
north central states (95 cents). 

This would make it appear that 
state and local governments are 
not doing an adequate job of reim- 
bursing hospitals and are not using 
a reimbursable cost formula for 
determining payments. It also in- 
dicates below-cost ceilings for 
payments. Nevertheless, almost all 
cities and states have raised their 
contribution for indigent patients 
so that, on an average, hospitals 
are receiving $1.04 more for each 

“indigent patient per day than last 
year. The federal reimbursable 
cost formula, if put to use every- 
where, however, would mean a 
much larger increase. 

Costs, then, still are very high. 
Using only mathematical logic, 
hospitals could have hiked their 
rates in proportion to the ap- 
proaching yearly deficit, but most 
apparently have not done so. The 
number of hospitals having all- 
inclusive rates for all types of pa- 
tients has declined. This is also 
true of hospitals using an all-in- 
clusive rate for obstetrical and 
tonsillectomy patients. Room rates 
have been increased slightly, but 
only enough to make up a small 
part of the annual loss. 
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Costs climb 


and the 


payments lag 


AN ASSOCIATION SURVEY 





The 1949 rate survey offers sta- 
tistical proof of such trends. For 
the Association’s 1949 stack-up, 
questionnaires were sent to 2,941 
hospitals, 54 per cent of which re- 
sponded with complete cost break- 
downs. As in previous years, this 
cross-section is used to present a 
picture of rate structures and cur- 
rent practices as they exist in most 
of the nation’s hospitals. 

The average most common daily 
room charges for 1948 and 1949 
were as follows: 


1948 
-------------- $9.49 
futsh. OS 
Gemeernaes. 1}! | 


1949 

$9.94 
7.74 
6.28 


Type of room 
One person 
Two person __ 
Multibed ___ 


Only three out of the nine re- 
gional areas surveyed reported an 
increase in the most frequently 





GUTS LL 


charged single room rates from 
1948 to 1949. The mountain and 
Pacific regions showed the greatest 
increases with hikes from $8 to 
$10 for the former and from $i0 
to $12 for the latter. 

Nonprofit hospitals —as com- 
pared to proprietary and govern- 
ment hospitals—charge the high- 
est room rates for full-pay pa- 
tients. Government hospitals still 
are charging the lowest rates; mul- 
tibed accommodations are highest 
in proprietary hospitals. Thus, the 
same relationships exist in 1949 as 
in 1947 and 1948. 

Of the reporting hospitals, 61.3 
per cent had one rate on special 
charges to all except indigent pa- 
tients. Charges for special services 
still vary greatly although more 
than half of the hospitals report- 
ing agree on the amounts charged 
for chest x-ray ($10), basal me- 
tabolism ($5) and electrocardio- 
graph ($2). The highest charge re- 
corded for chest x-ray is $45, the 
lowest $2. For basal metabolism 
the highest charge is $50, the low- 
est $2. Top charge reported for an 
electrocardiograph in 1949 is $30 
with the lowest charge set at 50 
cents. 

In addition to such facts, the 
Association survey is replete with 
vital figures for each region in the 
United States and presents valua- 
ble comparison charts. Associa- 
tion members will receive free 
copies of the 1949 rate survey this 
month; nonmembers may purchase 
copies from the Association at $1 
each. 2 


PUTRI ILA LLL ETL LL LLL 


Increasing indigent care deficits 


Federal 
reimbursable 
cost rates 


Regions 
1948 
$10.68 
9.54 
9:35 
9.65 
143 
8.13 
8.38 
9.05 
13.85 
9.58 


New England . 
Middle Atlantic 
South Atlantic . 
East North Central 
East South Central. 
West North Central 
West South Central 
Mountain 

Pacific 

United States 














$13.43 


Local 
indigent care 
deficiency 


1948 1949 
$3.72 $6.05 
2.68 4.14 
776 ATE 3.35 
9.23 2.26 2.84 
6.00 88 2.51 
755 228 95 
6.43 1.66 3.38 
7.87 2.61 6.53 
10.70 605 5.2! 
8.04 2.58 3.57 


Local 
indigent care 
rates 


1948 
$6.96 
6.86 
7.59 
7.39 
6.85 
5.85 
6.72 
6.44 
7.80 
7.00 


1949 
$7.38 
7.43 


1949 


11.57 
11.33 
12.07 
8.51 
8.50 
9.8 | 
14.40 
15.91 
11.61 


HOSPITALS 





Common errors that lead 


to poor collections 


There are many effective ways to encourage 
prompt payments by patients; the Rochester 
Hospital Council offers a nine-point plan. 


J. BILGER BRONSON 


OOKING AT HOSPITALS’ credit 
# policies from the vantage 
point of a city hospital council, it 
is apparent that hospitals can 
make improvements in many 
places. The common errors are 
made both at the time of the pa- 
tient’s admission and in the fol- 
low-up after he is discharged. 
These errors usually are traceable 
to laxity of rules or laxity in fol- 
lowing out established rules. 

The maxim of retail credit men 
is that an account well opened is 
half collected. Breaking that down 
to hospital business, which of 
course is somewhat different from 
normal credit business, we believe 
that information secured at the 
time of admission is of the great- 
est importance. If it is not possible 
to get full information at the time 
of admission, a responsible mem- 
ber of the patient’s family most 
certainly should be questioned for 
required information. 

One of the most common errors 
made by hospitals is their failure 
to secure complete information at 
the time of patient admission. 
Many times the addresses are not 
correctly written. The street ad- 
dress of an out-of-town patient, 
for example, may be recorded but 
not the name of the town. Correct 
spelling of the name of the patient 
or responsible party is most im- 
portant as is the notation of the 
middle name or initial. 


——. 


a. Bronson is credit manager of the 
Srester (N.Y.) Hospital Council, Inc. 
sors hospitals are: Genesee, Highland, 
tall Avenue, Rochester General, St. 
ary’s and Strong Memorial. 


OCTOBER 1949, VOL. 23 


At the time of admission it 
should be decided, if possible, how 
the account is to be paid. If the 
patient is covered by a Blue Cross 
contract, verification should be ob- 
tained from the proper office of 
the extent of coverage. If there is 
no Blue Cross or insurance cover- 
age and the patient cannot pay on 
discharge, he should be asked to 
get a loan from an established 
lending agency. Many employers 
also will lend money to their em- 
ployees for hospital expense. 

Another grave error is that hos- 
pitals’ follow-up systems are not 
put into effect soon enough. As a 
result, they merely send ineffec- 
tual statements. 

Those responsible for hospital 
credit policies must realize that the 
longer an account is held without 
action the less valuable it becomes. 
If, for example, nothing has been 
paid on an average retail account 
in six months, the estimated value 
has dropped 50 per cent. For this 
reason if the account is to be 
turned over to an attorney or a 
reliable outside collection agency 
eventually, it should be done be- 
fore the account becomes too old. 

To guide its member hospitals 
the Rochester Hospital Council has 
made the following credit policy 
suggestions: 

|. The interviewer should pro- 
vide all patients with the hospital’s 
information pamphlet and should 
call specific attention to the credit 
policy of the hospital. If a patient 
(and there will be some) indicates 
at this interview that he does not 


have the funds to pay cash, that 
is the time for the credit officer or 
person responsible to make terms 
for payment. 

2. The financially responsible 
family member should sign, if pos- 
sible, any guarantee for payment, 
be it admission guarantee, note or 
other agreement; otherwise, the 
admitting officer should have the 
financially responsible person stop 
at the credit office to sign the prop- 
er instrument. 

3. A written authorization 
should be requested from the in- 
surance carrier before admitting 
a patient to the hospital as an 
elective compensation case. 

4. All liability case patients 
should be requested to pay the 
account as_ self-paying patients 
and present the paid bill to the 
parties responsible. 

5. In obstetrical cases, individu- 
als with good and average rating 
should be billed one week in ad- 
vance. Poor ratings should be 
called to the attention of the physi- 
cian and persons having them 
should be requested by mail to call 
at the hospital to arrange for pay- 
ment before the booking can be 
certified. 

6. All ward patients should be 
interviewed by the credit office 
representative at the time they are 
admitted or as soon after as pos- 
sible since most will require credit 
terms. If possible, all ward patients 
should be interviewed by the cred- 
it office previous to admission 
through referral by the social 
service department or agency. 

A well-executed note should be 
adopted and its terms should be 
clearly understood by the debtor. 
Again, the note is of little value 
unless it is executed by a finan- 
cially responsible person. 

Two types of notes should be 
used for discharge patients: (1) 
Demand note, for securing the en- 
tire balance in one lump sum when 
the use of such is indicated, and 
(2) deferred or installment note, 
to be used only on accounts where 
it is necessary to set up a deferred 
payment plan. 

7. If there is a balance owing at 
the time of discharge and it is 
evident to the cashier that the per- 
son cannot pay it at the time or if 
certain charge items are ques- 
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tioned, she should refer the person 
to the proper officer without delay 
and not enter into any controversy 
at the cashier’s window. 

An alternative plan used suc- 
cessfully by some of the hospitals 
is to refer the person to the coun- 
cil office to make terms before the 
patient can be discharged. Em- 
ployees handling patients or re- 
sponsible family members at this 
point should be instructed that no 
statement should ever be made that 
the patient cannot leave until the 
bill is paid. (The laws of some 
states permit retention of patient 
until the bill is paid.) 

A private office should be made 
available for interviewing the pa- 
tient or responsible party at the 
time of discharge. 

8. When there is a balance 
owing, no patient should be dis- 
charged without signing a note 
regardless of individual or agency 
responsibility. 

9. Late charges should be treated 
tactfully. It should not be difficult 
to ascertain from the ledger that 
an unpaid item is a late charge. 
The item should be carefully ex- 
plained on a billhead rather than 
by a simple statement of balance 
due. A great deal of harm is done 
to good public relations by not 
being explicit. 

Obviously, the sound method for 
handling patients’ accounts is to 
exert the proper effort prior to or 
on admission and the council’s 
recommendations are in that direc- 
tion. Their application does not 
preclude the problem which is com- 
mon to most hospitals—the unpaid 
balance with inability to pay at 
time of discharge. A definite plan 
should be made for payment. 

It is always advisable to take a 
note signed by a financially respon- 
sible member of the family. That 
person should be someone who is 
employed or owns property. If the 
husband is the patient, it is essen- 
tial to have a note from his wife 
unless she has signed an admission 
guarantee. We have found that 
many accounts are collected when 
a mother or mother-in-law or some 
other relative signs the admission 
guarantee. Then the credit manager 
has the opportunity to place re- 
sponsibility on two families. It is 
essential on all accounts that the 








credit manager know where the 
responsible party is employed. This 
is especially important if the ac- 
count is given to an attorney for 
collection. Sometimes it will be 
necessary to call the employer. 

A well-planned follow-up rou- 
tine must be established to be used 
after the patient has gone home. 
This should be controlled by a 
small index or “tickler” card as it 
is often referred to. We suggest that 
a statement be sent approximately 
25 to 30 days after the patient goes 
home. This should be followed in 
another three weeks, if no pay- 
ments are received, by a first letter. 

If a reply is not received as a 
result of the first letter, a second 
more firm letter should follow in 
another two weeks. If no reply is 
forthcoming it is proper, without 
further delay, to use the telephone, 
preferably calling the patient at 
home. If there is no phone at the 
patient’s home, it is often possible 
to leave a call at the place of em- 
ployment. 
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Collection assistance 


The credit department of 
the Rochester (N. Y.) Hospi- 
tal Council was organized in 
April 1942 for the purpose of 
centralizing the collection of 
past due bills and cutting col- 
lection expense for the six 
member hospitals. Members 
feel that more can be accom- 
plished with a well-organized 
central office employing the 
services of fewer outside rep- 
resentatives. For example, 
one council representative 
making credit calls along 
“Main Street’ can do the 
work for six hospitals rather 
than have six representatives 
covering the same territory. 

Rochester’s program began 
when two member hospitals 
agreed to underwrite initial 
operating expenses. Two 
months later the other four 
members saw the many ad- 
vantages. As soon as the staff 
of the credit department was 
enlarged, they were invited 
to participate. 








Promises to pay as a result of 
any of the foregoing procedures 
should be followed very closely. 
Simple notices of failures to keep 
a promise can be mailed as remind- 
ers. If no reply is received as a 
result of the letters or telephone 
calls, the Rochester council recom- 
mends that the account be turned 
over either to a commercial agency 
or an attorney. Either should be 


instructed to resort to judgment 


and garnishee if such is indicated. 

If the account is small or if it is 
likely that a larger account will 
become valueless by reason of 
death or illness, the balance should 
be charged off to prevent the loss 
of time, effort and expense. 

Hospitals will find that they can 
derive great benefit from the local 
credit bureau. If the credit bureau 
is informed of the hospitals’ prob- 
lems, it is more than likely to be 
very careful. The Rochester Hos- 
pital Council, for example, lists 
with the local bureau all accounts 
that are assigned to it by the hos- 
pitals. The bureau is used to help 
find people that have moved or 
have changed jobs. In the same 
manner the bureau very often noti- 
fies the council of these changes 
when credit inquiry is being made 
by other members of the bureau. 
The stores and banks that may be 
opening an account always check 
with the credit bureau. If an un- 
paid hospital account is listed, they 
often refuse to open the account 
until the hospital bill is paid or 
until arrangements satisfactory to 
the council are made. 

Hospital credit work is a great 
challenge because the hospital does 
not have a choice of its credit risks. 
It is important, therefore, that the 
hospital be thorough and business- 
like. Many people feel that hospi- 
tals are not too businesslike and, 
being normal, neglect to pay these 
bills when due. These same people, 
however, are buying cars, refriger- 
ators, radios and most other com- 
modities and generally are making 
their payments on time. They 
should be doing the same for the 
hospital. — 

Potential patients—that means 
the entire community—should be 
taught through the proper method 
to understand the requirements of 
the hospital’s business function. 
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TESTING PROGRAM to determine 

the particular qualifications 
of unskilled employees has been 
carried out successfully at Harper 
Hospital. This program originally 
was considered because we wished 
to reduce labor turnover and be- 
cause we had experienced favor- 
able results with tests conducted 
by the personnel department for 
clerical applicants. 

During the past two years, the 
personnel department has fulfilled 
its basic aims. It provides a fairly 
complete center for keeping em- 
ployee records, acts as a liaison 
between the administration and 
the employees and, primarily, op- 
erates as a service function for all 
departments. We now are branch- 
ing into more specialized activities 
—specifically in the field of testing. 

The standard typing test and the 
tests for clerical aptitudes have 
been used for prospective clerical 
employees during the past year. 
The latter is a test for office vo- 
cabulary, office arithmetic and 
office checking (discrimination for 
detail work). From studies of test 
forms available, we set up a criti- 
cal score for the clerical aptitude 
tests and rejected any applicants 
making scores below the mini- 
mum. 

The highest scoring applicants 
have proved to be more efficient 
and productive in their jobs. This 
test has a widespread industrial 
usage to substantiate its validity 
and reliability, and we have been 
Satisfied with the results for our 
particular purposes. The test, how- 
ever, is limited to certain job clas- 
sifications. 

Because of the great variations 
in the education and experience of 
Subsidiary workers, we encoun- 
tered some initial difficulty in 
selecting tests to measure the char- 
acteristics of potentially successful 
employees doing relatively un- 


_ 


Miss Boye is personnel chief at Harper 
Hospital, Detroit. 
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Testing potentials of prospective employees 





A screening procedure used at Harper Hospital shows 
that unskilled employee potentials can be measured 
effectively before final selection. Cooperativeness, 
agreeableness and objectivity are three determining 
traits subject to a testing program. The benefit to 
be derived is a reduction of the labor turnover rate. 


GLORIA BOYE 


skilled work. After several months 
of scouting, a test was found which 
seemed to suit our purposes. We 
then proceeded to test it on sample 
groups within the hospital. 


PURPOSES OF THE TEST 


The test finally selected was one 
that measures character traits. It 
was designed chiefly to assist su- 
pervisors of workers in business 
and industry single out and diag- 
nose those individuals who are 
personally maladjusted in their 
jobs, particularly those who are 
discontented and likely to become 
troublemakers. Spotting potential 
troublemakers in advance of hir- 
ing them, or if already employed 
in advance of their overt difficul- 
ties, is a worthwhile goal. 

The three main aspects of the 
test are: 

1. O—Objectivity — as opposed 
to personal reference or a tendency 
to take things personally. 

2. AG—Agreeableness—as_ op- 
posed to belligerence or a dominat- 
ing disposition and an overreadiness 
to fight over trifles. 

3. CO—Cooperativeness—as op- 
posed to faultfinding or overcriti- 
cism of people and things. 

We decided these three cate- 
gories are most important consid- 
erations in new applicants and 
employees doing nonprofessional 
work. The last trait, cooperative- 
ness, is the best indication of'a 
satisfied employee. 

Three different test groups were 
selected: 

The first included 20 subsidiary 
employees who were rated below- 
average to poor by their super- 


visors. They were told the test was 
being given for experimental 
purposes and would not affect their 
jobs or service records in the hos- 
pital. This group asked more ques- 
tions than the others and generally 
encountered more difficulty in an- 
swering the test questions. 

The second group included 20 
subsidiary employees who were 
rated average to slightly above 
average by their supervisors. This 
group responded fairly well to the 
idea of testing, when assured their 
jobs were not endangered, and 
generally showed more interest in 


‘the results than the first group. 


The third group included 31 de- 
partment heads and supervisors 
who were asked to volunteer for 
the experiment. They responded 
very enthusiastically. 


PROCEDURE FOR TESTING 


Those in the lowest rated group, 
or Group I, were given the test 
together. Directions were simpli- 
fied and the proper method of ans- 
wering questions was explained in 
detail. The test contains 150 ques- 
tions which may be answered by 
encircling “Yes,” “No,” or ‘?.” 
Testees were encouraged to answer 
as many questions as possible with 
“Yes” or “No.” No time limit was 
specified although the testees were 
told to work as quickly as possible 
and not to review their answers. 
The latter statement generally was 
ignored and a general discussion 
followed each test. 

The average group employees, 
Group II, were given the test to- 
gether several days later. Most of 
these knew about the test from the 
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first group and appeared rather in- 
terested. They received the same 
directions as Group I, and they 
completed the test without diffi- 
culty or discussion. 

Those in the third group, Group 
III, had the tests distributed to 
them at a meeting of department 
heads. They were given general 
directions at that time. They were 
told to complete the tests within a 
week and return them to the per- 
sonnel department after noting the 
time taken to complete. This group 
was interested and somewhat 
amused, but all participants were 
extremely interested in. their re- 
sults. 

The method of scoring explained 
in the manual of instructions ac- 
companying the test was followed. 
A table of norms is available from 
which raw scores were converted 
into C-scores (C-score is a testing 
term used to facilitate final com- 
parisons). The C-scores range from 
a low of one to a high of 10. High 
scores mean favorable, and low 
scores unfavorable characteristics. 
Generally, the higher the average 
C-score, the better the indication 
of an individual’s mental health. A 
person who is a good employment 


risk would have a critical mini- 
mum score of five on each trait. 


RATING OF THE TESTS 


Results of the tests of Group I 
employees showed that members 
of the group followed a somewhat 
slanted curve of distribution. The 
greatest number of low scores fell 
below the average of five. Average 
scores were: On all three traits, 
4.7; on objectivity, 5.1; on agree- 
ableness, 5.4; on cooperativeness, 
3.8. 

With respect to all three traits, 
the persons rated lowest by their 
supervisors proved lowest in test 
results. There also was a far great- 
er number of extreme scores in the 
lowest rated group. 

The time range was more ex- 
treme and generally longer in the 
lower group. The average time 
range was 42.2 minutes for com- 
pletion, with a minimum of 22 and 
a maximum of 73 minutes. Em- 
ployees in this group also experi- 
enced more difficulty and confusion 
in understanding the purposes of 
the test. 

Below-average scores such as 
these usually indicate a poor em- 
ployment risk. Extremely low 
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a. No interest in adding to knowl 
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c. Always eager to learn. 
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. Meets normal situations well. 


esvense to criticias 
a. Little or no response to criticisn. 
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c. Response greatly to criticia. 
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HARPER HOSPITAL - DETROIT, MICHIGAN 
(Adovted from Washington University Efficiency Fencrt) 


Check that statement which best describes the ward helper 
NAME FLOOR FROM 
(.) a. Untidy. ( ) en Usually neat. ( ) c. Alwaye neat and well grocmed. 


{() ea aii not carry out procedures as taught. 


rage. 
() ‘i ~stea efficient--Always carries out procedures as taught. 


( ) ce. Ravid--finishes work sooner than other ward helpers. 


fanning work 
) Not able to plan routine day's work withcut helo. 
) Fair organization; needs help in planning new work. 
) ¢. Good organization; shows initiative, meets emergencies well. 
ite: 


rest in work and use of ygpien yarvog to improve it. 
edge 


ent 
a. Displays little ability te adjust te ward situaticn. Is not cooper- 


t Reatesd — of speech, courtesy, tact, and dignity 
( 


) 

) 

) 

s 

) 

) > 

) c. Works harmoniously and cooperatively in al] situations. record. 
8 

) 

) 

) 

t: 

da ) bd. Average. () ¢. Very good. 
vi 


( ) a. Little or no development in this department. 


Remarks: Signature 


To 


AFTER an employee 
has had © sufficient 
time to demonstrate 
all of his working 
habits, a supervisor 
fills out this form. 
Then this is com- 
pared with results of 
the personnel inven- 
tory test taken by 
the individual em- 
ployee and becomes 
a part of his work 
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scores indicate pathological diffi- 
culties requiring counseling and 
these were not too evident even in 
the lowest group. 

Results of Group II tests foi- 
lowed the normal bell-shaped 
curve of distribution, with the 
largest number of scores falling 
around the average of five and 
fewer scores in the extremes. Av- 
erage scores were: On all three 
traits, 5.6; on objectivity, 5.5; on 
agreeableness, 6.1; on cooperative- 
ness, 5.4. 

Compared with Group I, mem- 
bers of Group II had more formal 
education and responded better to 
instructions. They completed the 
tests more rapidly and requested 
test scores and interpretations after 
completion. 

The time range averaged 21.7 
minutes, with a minimum time of 
12 and a maximum of 35 minutes. 

Group II employees generally 
responded slightly above the crit- 
ical score in accordance with their 
supervisors’ evaluations of them. 

A majority of the scores of 
Group III employees (supervisory) 
were above the average on the dis- 
tribution curve. Averages were: 
On all three traits, 6.72; on objec- 
tivity, 6.5; on agreeableness, 6.5; 
on cooperativeness, 7.3. 

With respect to all three traits, 
the supervisory group was superior 
to both other groups in the final 
results, but a greater variance in 
individual scores was apparent. 
For example, if the score on one 
trait was extremely high, a second 
trait might appear low by compar- 
ison. This seems to indicate the 
greater individuality of the char- 
acteristics of the executive group 
compared to the relative sameness 
in the nonprofessional employees. 

The time range averaged 16 min- 
utes, with a minimum of 10 and a 
maximum of 25 minutes. This 
range is noticeably less than in the 
first two groups. 

The supervisors appeared eager 
to receive their scores. They first 
were given results individually 
and then as comparisons with 
other groups. They seemed more 
than satisfied and volunteered to 
be used for any further experi- 
ments along this line. Names were 
withheld in all cases. 

A graphic study summarizing 
results of the testing program was 
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Group Poor Group — 


presented at a meeting of depart- 
ment heads. The study, which was 
intended to explain comparisons 
and conclusions, was interpreted 
in percentages. C-Scores were list- 
ed for each of the groups on ob- 
jectivity, agreeableness and co- 
operativeness. 


CONCLUSIONS 


The test that was used for the 
original study now is being given 
to new subsidiary workers. The 
results have shown adequate proof 
in determining the essential char- 
acteristics we have deemed im- 
portant for our employees. Follow- 
up studies will be conducted pe- 
riodically on new employees and 
compared with their original test 
findings. 

This test was encouraging in an 
unexpected way. The _ personal 
contact of giving scores to each 
testee stimulated very satisfactory 
rapport between the personnel de- 
partment and individual employees 
or supervisors. Previously relations 
had been somewhat more formal. 
The group participation brought 
employees into contact with each 
other in a project not directly con- 
cerned with their jobs, and this too 
seemed to be enjoyed. 

Indications are that the average 
person generally is inclined to an- 
swer truthfully and conscientious- 
ly. In giving the test, instructions 
are not changed. We emphasize 
that there are no right and wrong 
answers, that the individual’s per- 
sonal opinion is wanted, and the 
only right answer is how he feels 
about the item in question. 

The direct expense of purchasing 
the tests was low, and the time in- 
volved in validating them did not 
interfere with regular department 
routine. 

The right individual, in the pro- 
per job, is becoming increasingly 
important. In our area, as in many 
other industrial centers, the num- 
ber of applicants for each job 
opening consistently has become 
higher. 

It must be remembered, how- 
ever, that while the studies may 
appear advantageous, tests never 
are used as the sole screening de- 
vice. They merely serve as an aid 
in the final selection of the best 
individual fitted for a particular 
job. 


Specific examples 
The personnel inventory test 


oes, been used primarily in the 


screening of ward helper appli- 


_cants at Harper Hospital dur- 


ing the past three months. It is 
part of a careful selection pro- 
cedure which includes consider- 
ation of the interviewer's find- 
ings, references, test scores and 
approval by the department 
head. Rating reports are com- 
pleted after the individual has 
completed a specific length of 
service at the hospital and they 
show a high correlation be- 
tween the interviewer's findings 
and test scores (see below): 

ELEANOR SMITH —/nter- 
viewer's preliminary comments: 
Very pleasing and friendly; neat 
looking; very interested in ward 
helper work. 

Rating report: Very efficient. 
Rapid, finishes work quickly. 
Good organization. Shows initi- 
ative. Always eager to learn. 
Works cooperatively and har- 
moniously in all situations. Bene- 
fits by criticism. Very good 
attitude, manner of speech, 
courtesy, tact and dignity. 

Test results: Objectivity, 8; 
agreeableness, 8; cooperative- 
ness, 7; average score, 734. 

JOSEPHINE HALL — Inter- 
viewer's preliminary comments: 
Started nurses’ training for 
three months. A very nice per- 
son; extremely good impression. 

Rating report: Very efficient; 
always carries out procedures 
as taught. Average speed in 
completing assigned duties. Al- 
ways can be depended on. 
Good organization; shows ini- 
tiative. Meets emergencies well. 
Average interest. Works har- 
moniously and cooperatively in 
all situations. Benefits by criti- 
cism. Average manner of 
speech, courtesy and tact. Av- 
erage achievement. Well liked 
nad all persons. 

Test results: Objectivity, 6; 


: agreeableness, 8; cooperative: 
ness, sf average oe ge . 
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The great opportunity 


AFTER SEVERAL MONTHS of preliminary work, it 
is now hoped that an independent study commis- 
sion, sponsored by the Association, will soon be 
at work on the nation’s health problem that has 
been insoluble to date. 

The first extensive discussion of what might be 
expected from such a study will be found in an 
article starting on page 38, of this journal, and it 
is recommended reading. 

There is nothing new about the problem: How 
to provide an adequate quantity of health service, 
at a price that can be paid, without lowering the 
quality of that service. If this statement has a 
familiar ring, it is because the problem has been 
recognized for most of a decade and millions of 
words have been poured into a search for the 
solution. 

Still the possibility that an independent com- 
mission will take up the search, particularly at 
this time, is important news. A commission study, 
adequately financed and properly guided, should 
lead to action that could hardly be expected 
otherwise. 

To understand why a solution has been so 
elusive, it is necessary only to recall a little 
recent history. In 1943 the Association program 
recognized these facts: A sufficient quantity of 
hospital service would require (a) new facilities, 
and (b) some extraordinary means of paying for 
the services that would be extended to low-income 
families. Out of that program came the Hill- 
Burton Act of 1946 to build facilities, the Hill bill 
and indirectly the Taft bill of 1949 to pay for 
service. 

Meantime the war inflated prices and wages 
beyond anything dreamed of in 1943, and the 
burden fell on those self-pay patients who repre- 
sent the financial underpinning of hospitals. 

Part of this burden might be lifted, it was 
thought, if government agencies could be induced 
to pay the full costs of hospitalizing their wards. 
To this end the Government Reimbursable Cost 
formula was worked out, but it has not been as 
widely accepted as anticipated. — 

More of the burden might be lifted, it was 
thought, if enough operating economies could be 
found. Hospital administrators have strained as 
never before to cut operating costs, but at best 
this has been a strategic retreat: Every nickel’s 
worth of new efficiency has been matched by a 
dime’s worth of new inflation. 

Thus the problem has grown more complex 
along the way. No longer is it enough to build 
new facilities and pay for the services consumed 
by a new horde of low-income patients. Something 
also must be done to keep existing hospital serv- 
ices within the financial reach of self-pay patients, 
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and the commission will be asked for a suggestion. 

Before it has a solution, however, the commis- 
sion will have to go far beyond such consideration. 
It is urged to look into “the influence of medical 
practice on institutional charges.” It is reminded 
that “methods must be found whereby acceptable 
controls on the administration of both medical and 
institutional services can be established without 
jeopardizing the availability of high quality care.” 

These statements cut to the problem’s core. For 
a long time it has been customary to view hospital 
costs and medical service costs within the hospital 
as separate matters. The custom is rooted in tradi- 
tion and well understood by those who practice 
it, but it does not make sense to patients, to voters, 
and to some influential leaders of mass organ- 
izations. 

Many other paths invite exploration by a study 
commission, but it is down this one that the great 
opportunity lies. The commission’s job, in broad 
terms, would be to survey present facilities and 
practices and to estimate their capacity for ex- 
tending health services to all who need them. 
No real estimate is possible unless hospital care 
and medical care within the hospital can be dis- 
cussed as one item in the family budget. 


Mantle and harness 

BEFORE THIS ISSUE OF HOSPITALS is mailed, the 
mantle will be resting on a fresh pair of shoulders. 
It will have been lifted from the shoulders of 
Joseph G. Norby and fitted around those of John 
N. Hatfield. 

Hidden beneath the mantle, of course, there is 
a stout harness. Presidency of the Association 
recognizes past service and brings opportunity for 
new service, but it also brings a large assignment 
of work and worry. 

Ex-President Joe Norby steps out of this harness 
at the end of a year that surely has been among 
the Association’s busiest. Once the most strenuous 
part of a president’s routine was that of attending 
state association conventions. In recent years, and 
particularly during the one just closed, some of 
this has had to give way to a heavy schedule of 
Association business with the federal government 
and with other national organizations. 

The last year’s volume of such business is un- 
precedented, and some of the major projects are 
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" not yet at a point where they may be fully pub- 
 licized. It may be said, however, that the Associa- 
"tion has undertaken a great responsibility in efforts 
- to safeguard the future of hospitals, and that the 
_ retiring president has devoted endless hours of 
' energy to what has sometimes seemed to be an 
endless series of conferences. 

Ex-President Norby brought something more 
than the bare essentials to these conferences and 


to his assorted other official activities. In addition, 


to many years of experience in hospital adminis- 
tration, he brought a lifelong habit of leadership. 
He has seen the Association through an unusually 
momentous year, which is to say that he wore the 
mantle with distinction and gave the stout harness 
a good workout. 


Successful fund raising 


AN ARTICLE ON PAGE 35 OUTLINES in some detail 
the problems of finding suitable fund-raising coun- 
sel, and the author is able to describe an example 
of ultimate success. Not only was the dollar goal 
exceeded, but the hospital came out of its cam- 
paign with better community relations than it 
enjoyed at the start. 

Such happy experiences are by no means rare, 
yet it is safe to conclude that they are far out- 
numbered by the failures and half-successes. This 
happens because so many hospital fund campaigns 
are initiated by committees of local citizens who 
are bent on building a community’s first hospital. 

These citizens are inclined to depend on local 
talent when professional help is needed; or having 
decided on professional help, to choose the wrong 
kind. They do not recognize the hazardg peculiar 
to hospital fund raising, and they are likely to have 
all arrangements completed before discovering 
that there are dependable guideposts. 

Actually it is not hard to get in touch with 
competent fund-raising counsel. Ten firms make 
up the American Association of Fund Raising 
Counsel and subscribe to a code of ethics which 
includes these points: 

—The active executive head of the member organ- 
ization shall have had a continuous experience of 
at least 10 years... 

—The company must have a record of consistently 
successful campaigns... 

—It must show satisfactory reference, both from 
clients and banks... 

—It must conform to the standard of assigning as 
executives-in-charge of a campaign only those ex- 
perienced in fund raising .. . 

—It must practice some established form of train- 
ing new staff members, and its campaign must be 
conducted under actual supervision of some prin- 
cipal officer of the firm. 

As a public service, the Association sends out 
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this organization’s membership list on request, at 
the same time recognizing that not all the depend- 
able companies belong. While “continuous experi- 
ence of at least 10 years” is one mark of distinction, 
it does not necessarily follow that only nine or six 
years of experience disqualifies an otherwise rep- 
utable firm. 

In general, the whole story is told in this single 
sentence from a brochure recently distributed by 
a member of the fund-raisers’ organization: 
“No firm fit to handle your campaign will refuse 
to answer categorically your questions as to their 
adherence to the code .. . whether or not the outfit 
is one of the ‘Big Ten’.” 

With such guideposts so readily available, an 
existing hospital can scarcely justify a campaign 
failure on the grounds that an incompetent or 
unethical fund-raising firm was employed. For the 
inexperienced and innocent citizen committees, 
however, getting word to them in time is a con- 
tinuing problem. 

Here is a chance for administrators and trustees 
of member hospitals to do some worthwhile mis- 
sionary work. On first hearing of a new hospital 
fund-raising plan, they can at least suggest the 
use of this Association service which is available 
to members and nonmembers alike. 


Trustee at age 2 


Two YEARS HAVE GONE BY since the Association 
published the first issue of TRUSTEE as a service to 
hospital governing body members. The new jour- 
nal seemed to catch on immediately and its 
acceptance in the field is indicated by its steady 
rise in circulation. 

TRUSTEE, aimed directly at the governing board 
member, written in layman’s language and pub- 
lished in pocket size, was launched to serve a 
specific purpose: To educate busy but very im- 
portant persons. 

In September, TRUSTEE’s circulation was some- 
where above 13,000 and still climbing. A great 
many administrators have subscribed for each 
member of their executive committees, and many 
for their entire governing bodies. 

Although most of TRUSTEE’s readers are paid 
subscribers, one copy is sent at no extra charge to 
the board president or equivalent official of each 
Association member hospital. This copy cannot be 
mailed if TRUSTEE does not have that name. 

A member hospital that does not have a board 
president as such may submit the name of the 
mayor, a city councilman, a bishop or any other 
individual who heads the equivalent of a board of 
trustees. Several hundred member hospitals still 
have not sent in these names. They are entitled to 
TRUSTEE, and a steadily rising circulation total 
suggests that they are missing something useful. 
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EDERAL HOSPITALS have a very 

large interest in training pro- 
grams of hospital personnel. Four 
agencies, the Army, Navy, Public 
Health Service and Veterans Ad- 
ministration operate approximate- 
ly 425 hospitals. Each agency 
conducts training programs for 
hospital personnel. 

The number of federal hospital 
employees engaged in training 
programs at any one time is ap- 
proximately 30,000. Training of 
professional, subprofessional and 
more advanced groups of technical 
help is concentrated at about 150 
so-called “teaching” hospitals, but 
most of the hospitals offer training 
programs for less advanced groups 
of subsidiary workers. 

In common with civilian groups 
conducting training, federal agen- 
cies have a primary responsibility 
of contributing to the maintenance 
of standards of quality of educa- 
tion. Reflection of the variations in 
functions of different agencies is 
shown by the fields in which one 
agency, compared with another, 
can properly conduct training pro- 
grams. Among agencies there are 
points of contact where mutual 
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interests exist, and any one agency 
may correlate and supplement cer- 
tain training programs of another 
agency. It is highly desirable for 
all agencies to integrate their 
training programs in pertinent 
fields with those of comparable 
civilian groups if the highest qual- 
ity of standards may be so main- 
tained. 


ARMED SERVICES 

The mission of the Army and 
Navy in training programs is (1) 
to train physicians, dentists and 
other hospital employees to per- 
form their duties with the highest 
technical skill and _ professional 
knowledge; (2) to maintain® and 
return with full capacity to duty 
and with maximum efficiency all 
personnel, so as to constantly carry 
out the policies planned by the 


armed forces; (3) in case of a 
military emergency, to accelerate 
training in specific categories to 
afford adequate coverage of the 
armed services’ medical and health 
responsibilities. 

Certain characteristics of the 
armed services that affect training 
opportunities vary between the 
Army and Navy. -The medical 
department of the Army must 
operate hospitals, dispensaries and 
field installations in connection 
with troops. Field installations and 
dispensaries in the Army and all 
major fighting ships and dispensa- 
ries in the Navy are staffed rou- 
tinely with at least one medical 
officer and technical help. 

Individuals filling this assign- 
ment and those assigned to many 
Army and Navy hospitals which 
are not geographically accessible 
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to centers of medical teaching can- 
not participate easily in formal 
training programs. The Army 
overseas assignment is usually for 
three years, followed by three 
years’ duty in the continental 
United States. Navy ship assign- 
ments are for two years followed 
by three years of shore duty in 
continental United States. 

Army and Navy programs are 
of two types: Those maintained 
and operated at Army and Navy 
hospitals or installations, and those 
sponsored by and paid for by the 
Army or Navy, but given at other 
than armed service installations. 

A general Army medical train- 
ing center is maintained at the 
Medical Field Service School, 
Brooke Army Medical Center, San 
Antonio, Texas. A special post- 
graduate center is the Army Med- 
ical Department Research and 
Graduate School, Washington, D.C. 
The Navy’s center is the National 
Naval Medical Center, Bethesda, 
Md. 

In return for giving training to 
an intern, the Army and Navy re- 
quire of the individual two years 
of service following this training 
when given at civilian hospitals. 
In residency training, the Army 
receives a year of service for each 
year of residency given; the Navy 
receives three years of service for 
each year of training, four years 
of service for every two years and 
five years of service for every 
three years when such service is 
given in civilian hospitals; one 
year when such training is re- 
ceived at a Navy hospital. 

Training other than for physi- 
cians and dentists is offered only 
to individuals already in the regu- 
lar service on active duty. One 
exception is affiliated training in 
psychiatry given to undergraduate 
nurses from civilian schools by the 
Army at one hospital. 

A steadily increasing number of 
well-trained physicians, nurses and 
auxiliary workers cooperating in a 
team effort has developed from 
such training. Morale and stimulus 


COMPARISONS of the number of persons 
eing trained under the various federal pro- 
grams may be found in the charts. The phy- 
Sicians, dentists and nurses are charted on 
the left and other students on the right. 
Represented are the Army, Veterans Ad- 
ministration, Navy, Public Health Service. 
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to assist in the total service effort 
of the armed forces stem directly 
from the impetus of continuous 
participation in training programs. 


PUBLIC HEALTH SERVICE 

The Division of Hospitals of the 
Public Health Service has a train- 
ing mission to train physicians, 
dentists and other workers (1) to 
perform their functions at the 
highest skill; (2) to maintain and 
return to full capacity for duty 
with maximum efficiency all mem- 
bers of the Coast Guard; (3) to 
assist in providing medical care at 
hospitals, when indicated, for de- 
pendents of Coast Guard person- 
nel; seamen who are members of 
the Merchant Marine Service and 
on United States civil administered 
ships, and foreign seamen who 
become sick on the job while in 
United States’ ports; commissioned 
officers of the Public Health Serv- 
ice and their dependents; field 
employees and members of certain 
other federal government bureaus, 
and beneficiaries of the Federal 
Bureau of Employees’ Compensa- 





tion (federal employees who be- 
come ill or injured on the job), 
and (4) in case of a national civil 
or military emergency, to assist 
civil hospitals in affording neces- 
sary hospital beds. 

Training programs of this ser- 
vice are carried on in hospitals 
and other installations maintained 
and operated by the Public Health 
Service or at other governmental 
and civil hospitals when the service 
assigns personnel to such outside 
training centers for certain types 
of training not available within 
the service or needed to supple- 
ment service training. Through the 
National Institutes of Health, the 
Public Health Service also makes 
fellowship grants to selected indi- 
viduals not in government service. 

Similar to the armed services, 
the Public Health Service main- 
tains hospitals, clinics and dis- 
pensaries. These are placed mostly 
on the coasts to give care to the 
largest concentrations of service 
beneficiaries. Most of these instal- 
lations can be used in training 
programs since they are close to 
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established teaching centers. It is 
necessary sometimes to secure 
affiliation at civilian hospitals to 
properly complement obstetrical 
or pediatric training. 

Almost all physicians in this 
service are stationed within the 
continental United States. Practi- 
cally all dispensaries and clinics 
must be covered by one or more 
medical officers. By free rotation 
some individuals can at any time 
be reassigned for training. 

These hospital training programs 
have been most instrumental in 
enabling the Public Health Service 
hospitals to offer professional 
knowledge and techniques for the 
highest standards. Many well- 
trained individuals are attracted 
to a career which includes partici- 
pation in a permanent training 
program in the Public Health 
Service. A group of individuals 
serving the national interest in 
medical fields has been trained to 
perform the functions of the pro- 
fessions or work with a high degree 
of professional aptitude and skill. 


VETERANS ADMINISTRATION 

The Veterans Administration, 
because of its function and the 
freedom of operation allowed by 
legislation that established the 
Department of Medicine and Sur- 
gery, is able to integrate its train- 
ing programs with those of civilian 
groups more intimately than the 
other agencies. 

It operates the largest number 
and variety of training programs 
of all the agencies because of the 
variety and volume of material 
included in its program for care of 
adults. It seeks the same profes- 
sional and academic recognition 
for its personnel as civil groups. 
This is accomplished by conducting 
programs at Veterans Administra- 
tion hospitals and utilizing civil 
courses of formal training. 

The research and _ education 
service of the Veterans Adminis- 
tration attempts to: (1) Initiate 
training programs for physicians 
and others who may serve the 
agency so that individuals may 
practice their professions and tech- 
niques with an ability that is 
outstanding and in accord with 
standards of training and perform- 
ance of the highest quality pro- 
duced by American medicine; (2) 
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conduct training programs which 
will have as their primary mission 
the training of men and women in 
the medical arts in their profes- 
sion, enabling them to serve suc- 
cessfully either in the Veterans 
Administration or in civil life; (3) 
attract physicians and others to 
seek the Veterans Administration 
as a career because of the quality 
of program that exists; (4) keep 
medicine in the agency continually 
alert, progressive, competitive and 
in the forefront of American medi- 
cine, which can be done only by 
constantly incorporating training 
programs in all fields in the every 
day activity of Veterans Adminis- 
tration hospitals, and (5) supple- 
ment the progress of medical 
education when possible by making 
the facilities of administration 
hospitals available for teaching. 

Three-quarters of all Veterans 
Administration hospitals are close 
enough to centers of medical edu- 
cation to participate in most train- 
ing programs. 

The agency is so organized that 
most of its outpatient activities 
are conducted at regional offices 
which are geographically separated 
from hospitals. This requires that 
the outpatient phase of training be 
conducted at a separate plant or 
through affiliated hospitals. 

Since the administration has no 
training opportunities in obstetrics 
or pediatrics, and little in gynecol- 
ogy, such training, when neces- 
sary, is secured through affiliation 
at nongovernment hospitals. 

In training auxiliary professional 
workers, the facilities of Veterans 
Administration hospitals are used 
by undergraduate and graduate 
students from civil schools and 
hospitals. Such training is on a 
part time basis and in most in- 
stances is counted toward fulfilling 
educational requirements. 

The program under which the 
G.I. Bill of Rights is administered 
by the Veterans Administration to 
allow a veteran to receive training 
at civil schools and institutions is 
completely separate from _ that 
conducted by the Department of 
Medicine and Surgery. 

The plan whereby the delegation 
of responsibility for the supervi- 
sion and conduction of training for 
physicians and dentists is given to 


a Deans’ Committee representing 
medical schools permeates the en- 
tire Veterans Administration med- 
ical training philosophy. This plan 
allows the agency to take advan- 
tage of outstanding teachers in all 
fields of medicine who are assisted 
by equally competent fulltime staff 
members of agency hospitals. 

Four different medical training 
programs are offered by the 
agency. These are: (1) Programs 
maintained and operated at ad- 
ministration hospitals and regional 
offices, supplemented by affiliated 
training at private hospitals when 
this is necessary to meet accepted 
civil medical standards; (2) pro- 
grams in many fields in which part 
of the training of an individual for 
an academic, graduate or post- 
graduate degree in his field is 
secured at a Veterans Administra- 
tion hospital; (3) postgraduate 
programs where the agency as- 
signs certain selected medical em- 
ployees to participate in courses 
conducted at civil schools or hospi- 
tals; (4) programs in which an 
individual participates in a trainee 
position in an institutional type of 
training, or participates in an on- 
the-job status, or merely is on a 
volunteer status. 

Finally, it should be mentioned 
that the Veterans Administration 
in the graduate (intern or residen- 
cy) type of training does not com- 
pete economically with private 
hospitals. It provides that the pay 
of such trainees who are nonvet- 
eran doctors must be established 
for each local community in which 
the agency hospital exists and be 
parallel with that offered by 
private teaching hospitals. 

As a result of such programs, 
the Veterans Administration is 
participating in the formal and 
applied training of all types of 
hospital personnel to meet civil 
standards of education. 

A team of individuals partici- 
pating jointly in the medical care 
of the patient has developed. This 
team follows the guidance and 
leadership of the physician and 
nurse. Thus the professional efforts 
and technical abilities of each indi- 
vidual are most efficiently directed 
toward the basic function of all 
hospital activity—the medical care 
of the patient. 
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Modifying house diets to keep 


pace with rapid recovery 


HENDERIKA J. RYNBERGEN 


HE ORIGINAL BASIS for the pro- 
- (eesti from liquid to general 
or house diets was to provide for a 
gradual increase in food intake for 
convalescent patients. The major- 
ity of such patients were recover- 
ing from surgery or from acute 
non-surgical illnesses such as 
pneumonia. The diets also were in 
common use for postnatal obstet- 
rical patients. 

For many years recovery was a 
slow, gradual process. Even an ap- 
pendectomy might require two 
weeks of hospitalization and some 
weeks of home care before the in- 
dividual was ready to re-enter his 
usual activities. 

With the advent of infusions and 
transfusions, and with the more 
recent practice of early ambula- 
tion following surgery or delivery 
of the baby, the time of recovery 
has become shortened consider- 
ably. The use of antibiotics in 
pneumonia has shortened the acute 
period of that illness to days. 

We also have come to realize 
that the term “ease of digestion”’ 
has far fewer shades of meaning 
than had been supposed. As long 
as the digestive tract itself is not 
involved, food of all kinds seems 
well tolerated very shortly. after 
the acute stage of illness. 

Two changes from the time- 
honored dietary routine have been 
made at the New York Hospital as 
a result of this new situation. The 
first is in what commonly is called 
the soft diet—the last of the series 
of convalescent diets before the 
patient goes on a general house 
diet. 

“Miss Rynbergen is assistant professor of 


sciences at Cornell University-New York 
Hospital School of Nursing, New York City. 
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For years the dietitian has 
bought vegetables, prepared, 
cooked and strained them, then 
served them to her patients only 
to find them returned to the 
kitchen for consignment to the 
garbage pail. The strained vege- 
table has affronted both the taste 
and the psychology of the patient 
for as many years as it has been 
served. 

Since there seemed to be no ad- 
equate reason to continue to use 
a procedure so wasteful in time 
and money, the dietary depart- 
ment at the New York Hospital a 
few years ago proposed to discon- 
tinue using strained vegetables on 
the soft diet. It then was decided to 
use whole cooked vegetables of 
low fiber content instead. 

The change met with instant fa- 
vorable response from both the 
doctors and the patients. We use 
young spinach, young tender string 
and wax beans, carrots, beets, 
asparagus and squash. The patients 
enjoy their vegetables and no ill 
results of any kind have been 
noted. The only diets on which 
strained vegetables now are used 
are those for disease of the gastro- 
intestinal tract and for infants. 

Fruits present somewhat of a 
problem because for a long time 
we had fruit juices available to 
substitute for strained fruit. At the 
New York Hospital we find that 
considerable variety in the soft 
diet can be obtained by including 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 












not only fruit juices and apple 
sauce, but also ripe bananas and 
whole canned fruits without peels, 
pits or seeds. 

The second suggestion for 
change is in the service of be- 
tween-meal nourishments on the 
soft and general house diets. When 
the patient’s recovery was slow, 
extra nourishments helped him 
regain the weight and strength lost 
when food intake was inadequate. 

Today this period of slow con- 
valescence does not exist for many 
patients. A soft or general diet is 
ordered for them within a day or 
at the most a few days following 
the acute phase of illness. Inad- 
equacy of dietary intake has be- 
come a rare occurrence. 

The service of between-meal 
nourishments in such cases may 
spoil the patient’s appetite for the 
main meals of the day and actually 
result in a poorer intake of food 
than if supplements are omitted. 
The patient derives no benefit from 
this situation and much food is 
wasted. 

With our present knowledge of 
nutrition it is a simple matter to 
make sure the soft and general 
house diets meet the standards for 
nutritional adequacy of the Food 
and Nutrition Board of the Nation- 
al Research Council. To do this we 
simply check for the daily inclu- 
sion of the basic seven. On the soft 
diet the addition of an extra serv- 
ing of fruit juice, cooked fruit or 
vegetable will substitute adequate- 
ly for the raw vegetable which 
should be included on the general 
diet. The omission of between- 
meal nourishments on soft and 
general diets has been in use at the 
New York Hospital for some years 
and no dissatisfaction has been 
expressed by doctors, nurses or 
patients. 

It must be understood that this 
omission does not apply in in- 
stances where the recovery has 
been slow or where the patient 
for other reasons needs to gain 
weight. In such _ circumstances 
either a soft or general diet is 
ordered with extra calories, usu- 
ally in multiples of 500. These may 
be added at tray times or as be- 
tween-meal nourishments at the 
discretion of the dietitian and ac- 
cording to the desire and capacity 
of the patient. 
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The Armstrong X-4 Baby Incubator is a SIMPLE, SAFE, 
“HARD WORKING?” welded-steel model for everyday 
use. And it is still LOW IN COST—Low In Cost to buy, 
to Operate and to maintain. 


These facts attest its world wide acceptance. Close to 8000 
now in use, from South Africa to Iceland, and almost 900 
hospitals originally ordering 2200 Armstrong X-4 Baby 
Incubators have, after using them, mailed repeat orders 
for 3300 more. 


If you want safety, reliability, low cost and simplicity, 
write today for descriptive bulletin and price. Shipment 
from stock. 














Low cost 

Underwriters’ Laboratories approved 
Accepted by American Medical Assoc. 
Simple to operate 

Only 1 contro! dial 

Safe, low-cost, heat 

Easy to clean 

Quiet and easy to move 
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Ball-bearing, soft rubber casters 
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. Fireproof construction 

. Excellent oxygen tent 

. Welded steel construction 
.3-ply safety glass—no plastics 
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. Full length view of baby 
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. Simple outside oxygen connection 
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. Night light over control 
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. Both F. and C. thermometer scales 
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. Safe locking top ventilator 
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. Low operating cost 
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. Automatic heat and humidity control 
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-No special service parts to buy 
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The Armstrong X-4 Baby Incubator 
was the FIRST Baby Incubator to 
carry all three of these “awards”— 


1, Tested and approved by Under- 
writers’ Laboratories, Inc. 


2. Accepted by the Council on Physi- 
cal Medicine, American Medical 
Association 


3. Tested and approved by Canadian 
Standards Association 


For about four years, it was the 
ONLY Baby Incubator carrying 
Underwriters’ Laboratories, Inc. 
approval .. . thereby setting new 
standards of safety and operating 
simplicity in this field. 





American Medical Assoc. Canadian Standards Assoc. 
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DIETETICS ADMIN & 


Streamlining food service 


IN WORKING OUT a better method 
for the preparation and serving of 
special diets, Mountainside Hospi- 
tal (314 beds) at Montclair, N.J., 
has eliminated the hospital diet 
kitchen and now prepares special 
diets in the main kitchen. Two 
direct benefits have been realized: 
(1) The work can be accomplished 
with one less dietary department 
employee, and (2) ward nurses 
have been relieved of food service 
duties, thus giving them time to 
assume additional nursing duties. 

The Mountainside plan, put into 
practice by Elizabeth A. Cole, di- 
rector of the hospital’s dietary 
department, was made _ possible 
through the introduction of a mas- 
ter menu plan. This plan provides 
for selective menus for private and 
semiprivate patients and all spe- 
cial diets which are served at the 
hospital. 

The listing of all foods on a 
master menu plan permits cen- 
tralization of all food preparation 
in the main kitchen, eliminating 
the special diet kitchen. The re- 
sulting centralization permits re- 
assignment of the diet kitchen die- 
titian to the medical and surgical 
wards to assume the responsibility 
for serving regular diets as well as 
special diets. Regular diet service 
previously was assigned to the 
nursing department. 

Since most special diets at Moun- 
tainside Hospital are served on the 
medical and surgical wards, the 
student nurses previously assigned 
to the diet kitchen service, receive 
diet service practice under the 
dietitian on these wards. This is in 
accord with the experiences of 
many large teaching hospitals 
which have reported favorable re- 
sults with this plan of providing 
special diet experience for student 
nurses through assignment to the 
ward service instead of the special 
diet kitchen. 

Semi-central service for serving 
all food to patients is employed. All 
hot foods are served in dinner 
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plates in the main kitchen and are 
transported on racks in electrically 
heated food carts to the patient 
floors. Cold foods are served in 
dishes and transported on trays in 
the unheated part of the food cart. 
Ice cream is sent in another cart 
and served as a separate course. 
Special diets, including weighed 
diets, are served in a similar man- 
ner. 

Cooks in the main kitchen pre- 
pare all hot foods, including those 
for special diets. Main kitchen 
maids prepare the cold foods. 
Meats and vegetables for all spe- 
cial diets are prepared without fat 
and salt. For the direction of the 
cooks, hot foods for special diets 
are designated by red type on the 
master menu. In addition to other 
special diets which are in general 
use, the rice diet and: weighed low 
sodium diet are included in the 
Mountainside master menu plan. 

Personnel reduction was accom- 
plished in this manner. Three 
maids had previous assignments in 
the diet kitchen. One maid has 
been transferred to assist with cold 
foods in the main kitchen and an- 
other to assist with serving on the 
medical and surgical wards. The 
job of a third has been eliminated. 

Under the previous system a 
dietitian had been assigned to the 
diet kitchen. She now has been as- 
signed to the medical and surgical 
wards. Dietitians previously as- 
signed to the private and semipri- 
vate patients’ floors have been 
kept on those assignments. 

Miss Cole reports that the sys- 
tem functions favorably with dieti- 
tians handling the dietary service 
on the patients’ floors. A master 
menu plan also would be workable 
in hospitals where the nursing 
service is responsible for the serv- 
ing of food. 

The advantages, realized by Miss 
Cole, of serving all special diets 
from the main kitchen are: Less 
food waste, fewer food items used, 
better prepared food served hot- 
ter and with less handling. 


Quantity meat recipes 


One of the most useful publica- 
tions for meat buying and prepara- 
tion guidance is “Meats for Quan- 
tity Cookery—Buying Guides and 
Recipes.” The booklet,* available 
without charge to hospitals, in- 
cludes 50 meat recipes. Each recipe 
is standardized in quantities of 50 
and 100 servings. The recommend- 
ed size of the serving portion is 
also given. 

Other instructive material in- 
cludes: Charts of meat cuts and 
their use; purchase guide for meat 
cuts, giving weights and sizes 
available, servings per pound as 
purchased and amounts to order 
for 100 servings; timetable for 
roasting the various cuts of beef, 
veal, lamb, pork and poultry; time- 
table for broiling, and directions 
for the preparing and cooking of 
poultry. 


Nutrition tables 


Tables giving the nutritive 
values of average-size servings of 
canned fruits, juices, vegetables 
and fish now are available. The 
research work was sponsored 
jointly by the National Canners’ 
Association and the Can Manufac- 
turers’ Institute, and carried out 
at several universities and colleges 
under the direction of recognized 
nutritionists in those institutions. 
Foods included in the table are 
those assayed in this recent work. 
The size of servings—weight and 
approximate measure — given in 
the tables are in common use in 
serving patients. This makes them 
applicable for diet calculation in 
hospitals. Calorie, protein, fat, 
carbohydrate, mineral and vitamin 
values are listed for each serving. 

The canned food tables may be 
obtained from the Home Eco- 
nomics Division, National Canners’ 
Association, 1739 H Street N.W., 
Washington 6, D. C. 

Another book published recent- 
ly by the canners’ association is 
‘School Lunch Recipes Using 
Canned Foods — 25-50 Servings.” 
It includes 40 recipes which were 
prepared particularly for school 
lunches but are suitable for hos- 
pital luncheons or suppers.—M.G. 


*The name of the publisher will be sup- 
plied on request. Address all inquiries to 
Hospitats, Editorial Department, 18 E. 
Division Street, Chicago 10. 
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The INFANTAIR 


The INFANTAIR — a unit that will pro- Three adjustable louvres provide for ample 


vide for the most exacting requirements of air circulation. 








the nursery. Oxygen can be supplied at a 
° ie “ All these features are part of the new 


INFANTAIR, and at a price that means a 


wise investment to every hospital. 


moment’s notice — cooled, if necessary. 
Controlled heat within 1° is always avail- 
‘able. Humidity regulation has been sim- 


plified —no bothersome moisture wicks. Write today for illustrated literature. 
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Master Menus for November 


The November series of the American Hospital 
Association’s Master Menus* is printed below. The 
menu for each day for the general and special diets 
(general diet selections are in boldface) are keyed 
for proper position on Master Menu charts. 


Perforated pads of transfer slips, on which daily 
selections should be written, then attached to wall 
charts, may be purchased from the Association. 


*Copyright 1949 by the American Hospital Association. 


November 1 


1 
2 
3. 
4 
5 


Pe ee eek ek pk ek ek pt 
i) 


Le 


bopor 
0S 


25. 
. Broiled Chicken Livers 
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. Half Grapefruit 

. Orange Juice 

Farina or Bran Flakes 
. Soft Cooked Egg 
Bacon 

Toast 


Beef Bouillon 


Crisp Crackers 

Swiss Steak 

Broiled Steak 

Paprika Potatoes 

Paprika Potatoes 

Browned Parsnips 

Chopped Tender Spinach 

Tossed Salad 

Chef’s Salad Dressing 

Apple Cobbler, Sweet 
Sauce 

Raspberry Gelatin Cubes 

Raspberry Gelatin Cubes 

Honeydew Melon 

Mixed Fruit Juice 


Duchess Soup 


. Crisp Crackers 


Sg Cutlets, Parsley 
Sauce 
‘Scrambled Egg 


Noodles 


. Beets and Greens 


29. Head Lettuce Salad 


. Thousand Island Dressing 
. Gingerbread, Whip 


Topping 


. Apple Snow 

3. Baked Custard 
. Fresh Apple 

. Cherry Juice 


Bread 


November 2 
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6. 


Banana 

Tomato Juice 

Shredded Wheat or 
Hominy 

Poached Ege 


. Link Sausage 


Butterscotch Rolls 


. Consommé 

. Wheat Wafers 

. Lamb Shoulder Roast 
. Lamb Pattie 

. Mashed Potatoes 


Riced Potatoes 

Brussels Sprouts 

Baked Hubbard Squash 

Pineapple and Date Salad 

French Dressing 

Peppermint Candy Ice 
Cream 

Peppermint Candy Ice 
Cream 


. Lemon Sherbet 
. Unsweetened Pineapple 


21. Cranberry and Apple 


Juice 


. Mixed Fruit Juice 


; Creamed Chicken on Split 


Biscuit 


. Creamed Chicken 

5. Cold Sliced Chicken 

. Baked Potatoes 

5. Green Peas 

. Grapefruit and Pome- 


granate Salad 


. French Dressing 

. Frosted Cup Cakes 
. Canned Pears 

. Baked Custard 

. Fresh Pear 

. Beef Bouillon 

». Bread 


November 3 
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22. 
23. 
24. 


25. 
26. 
27. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 


35. 


36. 
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. Cantaloupe 

Prune Juice. 

Oatmetal or Crisp Rice 
Cereal 

Scrambled Ege 

Bacon 

Toast 


Tomato Juice 

Veal Stew with Celery 

Broiled Veal Chop 

Noodles 

. Noodles 

Sliced Carrots 

. Asparagus Tips 

Stuffed Prune Pecan Salad 

French Dressing 

Chocolate Eclair 

Grape Bavarian 

Whipped Lime Gelatin 

Unsweetened Fruit 
Cocktail 

Beef Broth 


Chicken Noodle Soup 

Saltines 

Grilled Frankfurters—Hot 
Potato Salad 

Minced Lamb on Toast 

Cold Sliced Lamb 

Cubed Potatoes 

Zucchini Squash 

Celery Curls 

Glazed Baked Apple 

Baked Peeled Apple 

Grape Bavarian 

Unsweetened Baked Apple 

Grapefruit Juice 

Rye Bread 


November 4 


1. 


2. 


3. 
4. 
5. 
6. 
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Orange Halves 

Apricot Nectar with 
Lemon 

Wheat Flakes or Farina 

Poached Ege 

Grilled Ham 

Raisin Bread Toast 





Beef Bouillon 


. Saltines 

. Fried Flounder Fillets 
. Broiled Flounder 

. Sealloped Potatoes 

. Paprika Potato Balls 

. Julienne Green Beans 
. Sliced Beets 


Cream Coleslaw 


. Lemon Cake Top Pudding 


Lemon Cake Top Pudding 


. Strawberry Gelatin 
. Half Grapefruit 
. Grapefruit Juice 


. Cream of Corn Soup 
. Toasted Crackers 
. Baked Tomato Stuffed 


with Mushrooms and 
Rice, Tomato Puree 
au gratin 


5. Baked Rice and Tomato 


Puree 


. Broiled Salmon 
. Baked Potatoes 
. Broiled Eggplant Slices 
- Romaine Cucumber and 


Radish Slices Fan Salad 


. French Dressing 

. Fresh Grapes 

. Royal Anne Cherries 
. Baked Custard 

. Fresh Grapes 

5. Pineapple Juice 





36. 





Whole Wheat Date 
Muffins 


November 5 


a 
. Grapefruit Juice 


core 


Grapefruit Juice 


Granular Wheat Cereal or 
Rice Flakes 

Scrambled Eggs 

Grilled Sausage 

Toast 


Consommé 

Crisp Crackers 
Pot Roast of Beef 
Lamb Pattie 


. Browned Potatoes 


Riced Potatoes 


. Cauliflower Polonaise 


Mashed Squash 


. Head Lettuce Salad 
. Thousand Island Dressing 


Cheese Cake With Jelly 
Cheese Cake with Jelly 
Lemon Rennet-Custard 


. Casaba Melon 
. Apricot Nectar 


. Vegetable Soup 
. Saltines 
. Apple Fritters—Broiled 


Bacon 


5. Broiled Bacon 

. Cold Sliced Pot Roast 
. Baked Potatoes 

. Asparagus Tips 

. Fresh Pear and Grape 


Salad 


. French Dressing 

. Crisp Oatmeal Cookies 
32. 
33. 


34. 


35. 
36. 


Canned Peaches 

Cherry Gelatin 

Unsweetened Canned 
Peaches 

Mixed Fruit Juice 

Bread 


November 6 


1. 
2. 
3. 
4, 
6. 


Tokay Grapes 

Orange Juice 

Puffed Wheat or Oatmeal 
Soft Cooked Ege 

Bacon 

Toast 


Beef Broth 
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20. 
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Celery Crackers 
Roast Ciicken 
Roast Chicken 
Mashed Potatoes 
Riced Potatoes 
Whole Kernel Corn 


. Tender Greens 
5. 


Jellied Cranberry, Apple 
and Almond Salad 
Creamy Mayonnaise 
Vanilla Ice Cream 
Vanilla Ice Cream 
Raspberry Sherbet 
Sliced Oranges 
Pineapple Juice 


. Cream of Celery Soup 
. Croutons 
. Grilled Cheese Sandwich 
. Broiled Chicken Livers 
}. Broiled Chicken Livers 
7. Fluffy 
. Whole Green Beans 
- Tomato Salad 
. Mayonnaise Dressing 
. Fruit Cocktail 
. Canned Fruit Cocktail 
. Baked Custard 
. Unsweetened Fruit 


Rice 


Cocktail 
Apricot Nectar 


November 7 
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Fresh Pear 

Tomato Juice 

Farina or Shredded Wheat 
Scrambled Egg 

Canadian Bacon 


. Coffee Cake 


7. Consommé 
. Saltines 


Country Fried Pork Chops, 
Creamy Gravy 
Roast Beef 


. Candied Sweet Potatoes 


Hominy Grits 

Ten-Minute Cabbage 

Sliced Carrots 

Iced Celery and Green 
Olives 

Baked Apple 

Chocolate Rennet-Custard 


. Chocolate Rennet-Custard 
. Unsweetened Baked Apple 
. Blended Juice 


. Cream of Mushroom Soup 


Crisp Crackers 





. Mineed Chicken and Rice 
Casserole 

. Minced Chicken on Toast 
. Cold Sliced Chicken 

. Baked Sweet Potatoes 

. Green Peas 

. Sliced Orange Salad 

. Onion French Dressing 

. Chocolate Brownies 

. Apple Sauce 


. Orange Gelatin 


. Fresh Grapes 
. Cranberry Juice 
. Hot Biscuits 


November 8 


1. Half Grapefruit 
2. Prune Juice with Lemon 
3. Corn Flakes or Rolled 
Wheat 
4. Poached Ege 
5. Link Sausage 
6. Toast 
4 Pineapple Juice 
9. Roast Leg of Lamb 
10. Roast Lamb 
11. Browned Potatoes 
12. Paprika Potatoes 
13. Mashed Rutabagas 
14. Wax Beans 
15. Frozen Fruit Salad 
36. Sees 
17. Baked Custard, Apricot 
Sauce 
18. Baked Custard, Apricot 
Sauce 
19. Strawberry Rennet- 
Custard 
20. Unsweetened Apricots 
21. Chicken Broth 
22. French Onion Soup 
23. Rye Cheese Croutons 
24. Spaghetti and Meat Sauce 
25. Broiled Beef Pattie 
26. Broiled Beef Pattie 
27. Spaghetti 
28. Spinach, Egg Garnish 
29. Head Lettuce Salad 
30. French Dressing 
31. Lemon Sherbet 
32. Lemon Sherbet 
33. Lemon Sherbet 
34. Fresh Pear 
35. Cherry Juice 
36. Crusty Rolls 


November 9 


E 
. Tomato Juice 

. Oatmeal or Puffed Rice 
4. 


6. 


2 
3 


Tomato Juice 


Soft Cooked Ege 
Bacon 
Toast 





19. 


20. 
21. 


7. Beef Bouillon 


Crisp Crackers 

Broiled Veal Steak 

Broiled Veal Steak 

Potatoes au Gratin 

Cubed Potatoes 

Broccoli 

Baked Squash 

Peach Half and Prune 
Salad 


). French Dressing ; 
. Chocolate Fudge Pudding 
. Canned Peach in Lime 


Gelatin } 
Lime and Cherry Gelatin 
Cubes 
Honeydew Melon 
Pineapple Juice 


22. Chicken Noodle Soup 


23. 
24, 


Saltines 

Molded Cheese and 
Pineapple Salad-Celery 
Stuffed with Minced Ham 


5. Minced Lamb 

. Cold Roast Lamb 

. Baked Potatoes 

3. Asparagus Tips 

. Raw Carrot Sticks 


. Royal Anne Cherries 
. Royal Anne Cherries 
. Baked Custard 


Unsweetened Royal Anne* 
Cherries 
Apricot Nectar 


. Bread 


November 10 


. 
2 


3. 


ar 


9. 


Orange Juice 


. Orange Juice 


Rice Flakes or Granular 
Wheat Cereal 

Scrambled Ege 

Grilled Ham 

Kaffee Kuchen 


Consommé 


Wheat Wafers 
Roast Beef au Jus 
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Here is FAST, LOW COST Frying... 


THE @ 
NEW 


Here is an entirely new deep-fat fryer that will give you 
performance, economy and convenience far beyond any 
fryer you have ever used. Here’s why: 


1. It is easy to clean—no corners to scour, no tubes to 
scrub. Sediment drains off automatically when you open 
a simple valve. 


2. It saves on fat— requires only 30 pounds of oil without 
sacrifice of cooking capacity. Maintains effective 3-inch 
frying depth. 


3. It keeps oil clean and sweet— exclusive Magic Chef 
tank design keeps sediment out of the heat zone. 


4, It saves on fuel—less oil to heat and keep hot. 


5.It heats fast—holds temperature accurately. Auto- 
matically recovers heat almost immediately after you 
load it. Foods are browned evenly at exactly the proper 
temperature. 


Ask your local Magic Chef Heavy Duty dealer for details 
of this new fryer—or about the full line of Magic Chef 
Heavy Duty Gas Cooking Equipment. If no dealer is listed 
in your phone directory, write American Stove Company. 


ONE SINGLE GAS BURNER does the heating. Ring-type, cross-fire design 
Provides extra efficiency. Heats oil efficiently without scorching. NO 
TUBES OR “PLUMBING” to get out of order. 


AMERICAN STOVE COMPANY 


3201 HARVARD AVE. e¢ CLEVELAND 5, OHIO 


OCTOBER 1949, VOL. 23 


GAS DEEP FAT FRYER! 





EXCLUSIVE TANK DESIGN is one big difference 
between Magic Chef and ordinary fryers. Cleaning 
this open vat-type tank is a simple and quick oper- 
ation. Sediment falls and stays in the cool zone at 
the bottom until drained off through valve. 
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10. 
11, 
12, 
1 


18. 
20. 


. Banana Crean 
. Chocolate Pud 
. Whipped Lime Gelatin 
. Unsweetened Pineapple 
. Apricot Nectar 


Roast Beef 

Mashed Potatoes 

Riced Potatoes 

Peas and Sliced 
Mushrooms 

Sliced Tender Turnips 

Mixed Crisp Greens 


. Blue Cheese French 


Dressing 
Frozer Raspberry Sundae 
Vanilla Ice Cream 
Lemon Sherbet 
Unsweetened Canned 
Fruit Cocktail 
Mixed Fruit Juice 


22. 
. Croutons 
. Creamed Sweetbreads with 


Cream of Broccoli Soup 


Chipped Beef on Toast 
Creamed Sweetbreads 
Broiled Sweetbreads 
Baked Sweet Potatoes 


. Broiled Tomato 


Head Lettuce Salad 
Chiffonade Dressing 


. Orange Raisin Cake 


Canned Fruit Gelatin 


. Vanilla Ice Cream 


Half Grape Fruit 
Apple Juice 
Bread 


November 11 


Fresh Apple 

Blended Juice 

Hominy or Wheat and 
Barley Kernels 

Soft Cooked Egg 

Bacon 

Toast 





. Essence of Celery Soup 
. Saltines 


Salmon Loaf 
Cold Salmon on Lettuce 


. Steamed Potatoes in 


Cream Sauce 


. Parslied Potatoes 


Kale 


. Sliced Beets 
. Tomato and Green Pepper 


Ring Salad 
French Dressing 
Cake 
ing 





Clam Chowder 
Oyster Crackers 
Cheese Soufflé 
Cheese Soufflé 
Broiled Cod Fillet 


. Parslied Potato Balls 


Green Beans 


. Grapefruit and Red Apple 


Section Salad 


. French Dressing 

. Chocolate Pudding 

2. Banana and Orange Cup 
3. Chocolate Pudding 

+4 Banana and Orange Cup 
5. 


Mixed Fruit Juice 
Bread 


November 12 


. Tomato Juice 


Tomato Juice 

Wheat Flakes or Farina 
Poached Ege 

Bacon 

Toast 


Seotch Broth 

Crisp Crackers 

Liver Bernaise 

Broiled Liver 

Baked Potatoes 

Baked Potatoes 

Sliced Carrots 
Zucchini 

Tossed Salad 

Chef’s Dressing 

Lemon Meringue Pie 
Lemon Meringue Pudding 
Lemon Rennet-Custard 
Melon Ball Cup 
Orange Juice 


. Mulligatawny Soup 


Saltines 


. Grilled Ham-Coddled 


Apples 
Broiled Beef Pattie 


5. Broiled Beef Pattie 

7. Paprika Potatoes 

. Fresh Tender Spinach 
29. Shredded Red and Green 


Cabbage 


. Sour Cream Dressing 

. Tokay Grapes 

2. Apple Sauce 

. Baked Custard 

. Unsweetened Apple Sauce 


Pineapple Juice 


36. 


Corn Muffins 


November 13 


Sore whe 


Half Grapefruit 


. Grapefruit Juice 


Rolled Wheat or Crisp 
Cereal 
Scrambled Egg 


. Sautéed Chicken Livers 


Cinnamon Raisin Bread 
Toast 
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. Consommé 
. Celery Wafers 
. Fried Chicken 


Hot Sliced Chicken 
Parslied Potatoes 
Parslied Potatoes 


. Mashed Hubbard Squash 


Green Peas 


. Stuffed Cinnamon Apple 


Salad 


. Lime Sherbet 
. Lime Sherbet 


Lime Sherbet 


. Unsweetened Apricots 
. Cranberry Juice 


2. Cream of Tomato Soup 
. Crisp Crackers 
. Peanut Butter and Bacon 


Sandwich 


5. Broiled Bacon 

. Broiled Lamb Chop 

. Baked Potatoes 

. Asparagus Tips 

. Pear, Orange and Grape 


Salad 


. French Dressing 

. Date-Filled Cookies 

. Canned Peeled Apricots 
. Cherry Gelatin 

. Cantaloupe Cubes 

. Mixed Fruit Juice 


November 14 
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19. 
20. 
21. 
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Malaga Grapes 

Apricot Nectar with Lemon 

Corn Flakes or Granular 
Wheat Cereal 

Baked Ege 

Link Sausage 

Toast 


Tomato Bouillon 

Saltines 

South American Pot Roast 

Pot Roast of Beef 

Browned Potatoes 

Steamed Potatoes 

Paprika Onions 

Cut Green Beans 

Shredded Carrot and 
Raisin Salad 

Pineapple Upside Down 
Cake 

Baked Custard 

.Lemon Gelatin Cubes 

Unsweetened Pineapple 

Apple Juice 


. Cherry Juice with Lime 


Sherbet 


. Baked Veal and Noodles 


au Gratin 


. Broiled Veal Pattie 


26. Broiled Veal Pattie 


27. 


33. 
34. 


Noodles 


. Sliced Beets 
. Cabbage and Olive Slaw 


: Caramel Custard 


Royal Anne Cherries 
Caramel Custard 
Half Grapefruit 


. Beef Broth 
. Potato Rusks 


November 15 
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21. 


Orange Halves 


. Orange Juice 


Oatmeal or Puffed Wheat 


. Soft Cooked Ege 


Bacon 
Toast 


Beef Bouillon 
Crisp Crackers 
Broiled Ham Slice 
Broiled Lamb Chops 
Mashed Potatoes 
Riced Potatoes 
Brussels Sprouts 
Acorn Squash 
Apple and Date Salad 
Creamy Mayonnaise 
Floating Island 
Floating Island 
Strawberry Rennet- 
Custard 


. Fresh Grapes 


Mixed Fruit Juice 


99 
oe. 





Oxtail Soup 

. Saltines 

. Creamed Eges and Peas 
on Toast 


5. Creamed Eggs and Peas 


. Diced Beef 


27. Parslied Potato Balls 


. Carrot Balls 

. Stuffed Celery 

. Fruit Cup 

. Canned Fruit Cup 

. Floating Island 

. Unsweetened Fruit Cup 
. Tomato Juice 

. Bacon Muffins 


November 16 


ohne 
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. Fresh Pear 

. Apple Juice 

. Rice Flakes or Granular 
Wheat Cereal 

Scrambled Ege 


5. Grilled Ham 


6. 


Cinnamon Buns 


. Vegetable Juice Cocktail 


Meat Loaf, Brown Gravy 

Broiled Beef Pattie 

French Fried Potatoes 

Paprika Potatoes 

Cauliflower 

Green Peas 

Apricot, Marshmallow, 
Raisin Salad 

French Dressing 

. Chocolate Ice Cream 

. Chocolate Ice Cream 

. Lemon Sherbet 

Unsweetened Apricots 

. Beef Broth 


. Cream of Mushroom Soup 


. Wheat Wafers 

. Tomato and Egg Salad, 
Peanut Butter Sandwich 

. Peanut Butter Sandwich 

. Tomato and Egg Salad 

. Baked Potatoes 

. Spinach with Lemon 


29. Celery Hearts and Pickle 


Chips 


. Banana Ginger Shortcake 


2. Sliced Banana in Apricot 


Nectar 
. Baked Custard 
. Sliced Orange 
. Pineapple Juice 


November 17 


as 


Half Grapefruit 


2. Orange Juice 


3 
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. Farina or Crisp Corn 
Cereal 
. Soft Cooked Egg 


5. Bacon 
6. 


Toast 





Consommé 

. Crisp Crackers 

. Lamb Shoulder Roast 

. Roast Lamb 

. Steamed Rice 

. Steamed Rice 

. Julienne Rutabagas 

. Asparagus Tips 

. Molded Pear Lime Salad 

Mayonnaise Dressing 

Blueberry Fruit Roll 

. Lemon Snow Pudding, 
Custard Sauce 

. Snow Pudding 

. Fresh Pear 

. Cherry Juice 





. Tomato Celery Soup 


23. Saltines 


. Link Sausage-Scalloped 
Sweet Potatoes and 
Apples 

. Scrambled Eggs 

. Broiled Veal Steak 

. Noodles 

. Green Beans 


29. Tossed Salad 


. Oil Dressing 

. Pineapple and Plum 
Compote 

. Canned Peaches 

. Strawberry Gelatin 

. Unsweetened Peaches 

. Apple Juice 

. Cranberry Muffins 


November 18 


om wre 


. Banana 

. Pineapple Juice 

. Rice Flakes or Rolled 
Wheat 

-. Poached Egg 

. Canadian Bacon 

. Toast 


. Tomato Juice 


. Baked Pollack 
. Broiled Pollack 
. Sealloped Potatoes 


Supreme 


. Cubed Potatoes 


Whole Kernel Corn and 
Lima Beans 


. Chopped Tender Spinac: 
. Lettuce, Spinach, Radish 


Salad 


. Onion French Dressing 

. Apple Pie 

. Baked Peeled Apple 

. Vanilla Rennet-Custar: 

. Unsweetened Baked Ajple 
. Cream of Celery Soup 


2. Vegetable Chowder 
3. Crisp Crackers 
. Baked Macaroni and 


Cheese 


5. Broiled Mackerel 

. Broiled Mackerel 

. Baked Potatoes 

. Sliced Beets 

. Grapefruit Salad 

. French Dressing 

. Jellied Fruits, Whipped 


Cream 


. Pear in Lime Gelatin 
. Lime Gelatin 

. Fresh Grapes 

. Orange Juice 

. Hard Rolls 


November 19 
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. Grapefruit Juice 
. Grapefruit Juice 
. Oatmeal or Crisp Rice 


Cereal 


. Serambled Ege 
. Bacon 
. Toast 


. Beef Bouillon 


Saltines 


’ Baked Fresh Ham-Cinna- 


mon Apple Sauce 


. Broiled Lamb Pattie 
. Mashed Potatoes 
. Riced Potatoes 


Kale 


. Mashed Squash 
. Orange and Curley Endive 


Salad Bowl 


. French Dressing 

. Boston Cream Pie 

. Molded Chocolate Pudding 
. Orange Gelatin 

. Sliced Oranges 

. Tomato Juice 


. Cream of Spinach Soup 
3. Melba Toast 
. Sautéed Beef with Mush- 


rooms 


. Creamed Cheese and Jelly 


Sandwich 


. Diced Beef 

. Paprika Potatoes 

8.. Carrot Balls 

. Fresh Pear and Banana 


Salad, Cherry Garnish 


. Mayonnaise Dressing 

. Molded Chocolate Pudding 
. Royal Anne Cherries 

. Cream Pudding 

. Unsweetened Royal Anne 


Cherries 


. Grape Juice 
. Bread 


November 20 
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2. 
4. 
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Tomato Juice 

Tomato Juice 

Wheat Shreds or Farina 
Poached Egg 

Bacon 

Danish Coffee Rings 


Consommé 
Wheat Wafers 


. Roast Veal with Savory 


Dressing 


. Broiled Steak 

. Candied Sweet Potatoes 
. Baked Potatoes 

. Brussels Sprouts 

. Diced Beets 

. Jellied Fruit Salad 


Mayonnaise Dressing 
Butter Pecan Ice Cream 
Lime Sherbet 

Lime Sherbet 


. Fresh Pear 


Pineapple Juice 








2. Grape Juice with Lemon 


Sherbet 


Potato Balls 


. Minced Veal on Toas'! 

. Cold Roast Veal 

. Parslied Potato Balls 

. Asparagus Tips 

. Cabbage, Apple, and #lue 
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Kitchen Layout by John J. McDonald, 
Reg. Prof. Engr., Boston 


Sancta Maria Hospital, Cambridge, Massachusetts. 
Sister Mary Honorata, R.N., B.S., Administrator 


STREAMLINED GAS KITCHEN 
PROMOTES 
VOLUME COOKING EFFICIENCY 


Stainless Steel Baking Equipment including Gas Oven. 


KITCHEN PLANNING paid off in 
eficient food service and operating 
economy when Sancta Maria Hos- 
pital adopted modern Gas-fired Cook- 
ing and Baking Equipment for its 
stainless steel food preparation sys- 
tem. The streamlined arrangement 
and flexible fuel are best described by 
Sister Mary Scholastica, Dietitian, 
“GAS involves the minimum amount 
of effort on the part of our person- 
nel to maintain the high standards 
of cleanliness, economy, and de- 
pendability required in everyday 
Operation with our stainless steel 
kitchen.” 


To demonstrate the flexibility of 
modern Gas Equipment, it’s only 
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COMMERCIAL COOKING 
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necessary to look over the list of 
units— 

Two Vulcan Ranges « One Vulcan Frytop 
Two Vulcan Fryers » One Blodgett Oven 
One McDonald Broilizer 

Although serving about 9000 meals 
per month for its present patients and 
staff the streamlined kitchen is suf- 
ficiently flexible to care for greater 
food service requirements. With mod- 
ern Gas Equipment, the automatic 


Stainless Steel Cooking Unit consisting of Gas Ranges, 
Griddle, Fryers, and Broilizer 


controllability and speed of GAS are 
perfectly suited to heavy food service 
demands. 


For every volume cooking require- 
ment you need GAS—its economy, 
speed, flexibility, automatic control- 
lability. Be sure to ask your Gas 
Company Representative for the 
latest information on modern Gas 
Equipment. 


Sancta Maria Hospital’s streamlined kitchen 


AMERICAN GAS ASSOCIATION 420 LEXINGTON AVENUE, NEW YORK 17, N.Y. 
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30. 
31. 
32. 
33. 
34. 
35. 
36. 


November 21 


2; 
2. 
3. 


4. Soft Cooked Egg 
. Grilled Sausage 
- Toast 
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3. 
. Poached Ege 
. Bacon 
. Toast 


Cheese Salad 

French Dressing 
Royal Anne Cherries 
Canned Peeled Apricots 
Cherry Gelatin 
Unsweetened Apricots 
Beef Broth 
Bread 


. 


Banana 

Prune Juice 

Granular Wheat Cereal or 
Puffed Rice 


. Grapefruit Juice 


. Braised Lamb Shoulder 


Chops 


- Broiled Lamb Chop 
. Mashed Potatoes 


Riced Potatoes 

Sliced Carrots 

Whole Green Beans 

Pear and Currant Jelly 
Salad 


. French Dressing 


Applesauce Cake, Choco- 
late Frosting 


. Apple Snow 

. Strawberry Gelatin 

. Fresh Grapes 

. Cream of Mushroom Soup 





. Potage Longchamps 
. Croutons 
. Toasted Tomato Bacon 


Sandwich, Potato Chips 
3rilled Bacon-Broiled 
Tomato 


. Beef Pattie-Broiled 


Tomato 


. Baked Potatoes 


| Celery Curls anl Ripe 


Olives 


31. Canned Apricots-Ginger- 


snaps 


. Pear and Apricot Compote 
. Baked Custard 
. Unsweetened Pear and 


Apricot Compote 


. Mixed Fruit Juice 
November 22 


. Half Grapefruit 
. Pineapple Juice 


Rice Flakes or Rolled 
Wheat 

Scrambled Ege 

Canadian Bacon 

Raisin Bread Toast 





. Beef Broth 


Saltines 


. Beef Stew 

. Roast Beef 

. Steamed Potatoes 

. Steamed Potatoes 

- Parslied Cauliflower 

. Green Peas 

. Pineapple and Stuffed 


Prune Salad 


. French Dressing 


Peach Cobbler, Whip 
Topping 


. Vanilla Blanc Mange, 


Peach Sauce 


. Vanilla Blane Mange 


Unsweetened Pineapple 


. Tomato Juice 





. Cream of Brown Onion 


Soup 


. Crisp Crackers 
. Sautéed Liver—Baked 


Potatoes 


. Broiled Liver 

. Broiled Liver 

7. Baked Potatoes 

. Acorn Squash 

. Shredded Lettuce Salad 
. Russian Dressing 

. Fruit Cup 

. Orange Sections 

. Raspberry Gelatin 

. Orange Sections 

. Cranberry and Apple Juice 
. Bread 
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Sliced Oranges 
Orange Juice 
Oatmeal or Wheat Flakes 


. Pineapple Juice 


- Baked Ham 
-. Broiled Veal Chop 
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. Mashed Sweet Potatoes 
. Parslied Potatoes 

. Spinach 

. Sliced Beets 

. Waldorf Salad 


. Creamy Rice and Raisin 


Pudding 


- Rice Pudding 
. Strawberry Rennet- 


Custard 


20. Unsweetened Royal Anne 


Cherries 


. Cream of Pea Soup 


. French Tomato Soup 
. Melba Toast 
. Stuffed Cabbage with 


Rice and Meat 


. Minced Beef 

. Diced Beef 

. Paprika Potato Balls 
. Carrot Rings 

. Tossed Salad 

. Oil Dressing 

. Baked Apple 

. Baked Peeled Apple 
. Baked Custard 

. Fresh Apple 

. Grapefruit Juice 

. Blueberry Muffins 


November 24 
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. Blended Juice 

. Blended Juice 

. Shredded Wheat or Farina 
. Serambled Ege 

. Bacon 

. Teast-Doughnuts 





. Cider Cocktail or 


Consommé 


. Wheat Wafers 


Roast Native Turkey, 
Jellied Cranberries 
Roast Turkey 
Whipped Potatoes 
Whipped Potatoes 
Onions in Cream or Peas 
Hubbard Squash 
Grapefruit and Persim- 
mon Salad 


. French Dressing 

. Pumpkin or Hot Mince Pie 
. Orange Sherbet 

. Orange Sherbet 

. Fresh Grapes 

. Cherry Juice 


. Oyster Stew 
. Oyster Crackers 
. Minced Ham Sandwich 
. Turkey Sandwich 
. Cold Sliced Turkey 
. Baked Potatoes 
. Green Peas 
. Fresh Pineapple, Banana 


and Tokay Grape Salad 


. French Dressing 
. Coffee Ice Cream-Choco- 


late Chip Cookies 


. Orange Sections 

. Orange Gelatin Cubes 
. Orange Sections 

. Mixed Fruit Juice 


eeeee 
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one 


aoe 


. Grapefruit Juice 
. Grapefruit Juice 
. Granular Wheat Cereal or 


Corn Flakes 
Soft Cooked Egg 
Link Sausage 
Toast 
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. Essence of Celery Soup 
. Saltines 


French Fried Cod Steak, 
Tartar Sauce 


. Broiled Cod Steak 


Parslied Potatoes 
Parslied Potatoes 


. Stewed Tomatoes 


Quartered Carrots 


. Cabbage Pepper Slaw 


: Orange Cream Pudding 


with Meringue 


. Orange Cream Pudding 
. Vanilla Rennet-Custard 
. Sliced Oranges 
. Apricot Nectar 


2. Clam Chowler 
. Oyster Crackers 


24. Stuffed Egg and Noodle 


Casserole, Cheese Sauce 


. Creamed Tuna 

. Cold Tuna on Lettuce 
. Noodles 

. Chopped Spinach 

. Julienne Beet Salad 

. Horseradish French 


Dressing 


. Stewed Apricot Compote 
. Canned Peeled Apricots 


. Cream Pudding 

. Unsweetened Apricots 
. Cherry Juice 

. Bran Muffins 
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Som Choe 


Pe ek pt et et et 


— 
4) 


nNnre 
- OO 


22. 
23. 
24. 


25 


26. 
27. 
28. 
29. 
30. 
31. 
32, 


33 


34. 


35 
36 
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. Tomato Juice 
. Tomato Juice 


Wheat and Barley Kernels 
or Hominy 
Poached Egg 


. Grilled Ham 


Crumb Buns 


. Consommé 
. Crisp Crackers 
. Rolled Flank Steak, 


Savory Stuffing 
Broiled Steak 


. French Fried Potatoes 
. Cubed Potatoes 


Julienne Rutabagas 

Green Peas 

Mixed Crisp Greens 

Blue Cheese French 
Dressing 


. Apple Tapioca, Whipped 


Cream 


. Apple Tapioca, Whipped 


Cream 


. Whipped Cherry Gelatin 
. Fresh Apple 
. Mixed Fruit Juice 





Turkey and Rice Soup 

Saltines 

French Toast, Warm 
Spiced Apple Sauce— 
Broiled Bacon 

Creamed Turkey 

Hot Sliced Turkey 

Steamed Rice 

Green Beans 

Hearts of Lettuce Salad 

French Dressing 

Half Grapefruit 

Royal Anne Cherries 

Lemon Rennet-Custard 

Half Grapefruit 

Cranberry Juice 
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Banana 

Prune Juice 

Oatmeal or Crisp Rice 
Cereal 

Soft Cooked Ege 

Bacon 

Toast 


Tomato Juice 

Chicken Fricassee 

Hot Sliced Chicken 

Mashed Potatoes 

Paprika Potatoes 

Baked Acorn Squash 

Tender Spinach, Lemon 

lice 

Grapefruit, Avocado and 
Pomegranate Salad 

French Dressing 


. Chocolate Chip Ice Cream 


Chocolate Chip Ice Cream 
Lemon Sherbet 

Fresh Grapes 

Cream of Green Bean Soup 


. Oxtail Soup 


Crisp Crackers 


. Crab Meat Salad in Toasted 


Finger Roll, Potato Chips 
Poached Egg on Toast 


. Egg Halves, Sliced Beets 


Stuffed Baked Potatoes 


. Asparagus ‘Tips 

. Celery and Olives 

: Apple Sauce-Ring Cookies 
. Apple Sauce 


Baked Custard 
Unsweetened Apple Sauce 
Orange Juice 


November 28 
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. Malaga Grapes 


Orange Juice 


. Crisp Oat Cereal or Farina 
. Serambled Ege 


Canadian Bacon 
Hot Biscuits 


Beef Bouillon 


Crisp Crackers 
Ham Balls with Peach 
Halves 


. Broiled Veal Chop 


Potatoes au Gratin 


. Cubed Potatoes 

. Broccoli 

. Sliced Beets 

. Banana and Watercress 


Salad 


. Creamy Dressing 

























17. Cottage Pudding, Lemon 
Sauce 

18. Cottage Pudding, Lemo: 
Sauce 

19. Raspberry Gelatin 

20. Unsweetened Pineapple 

21. Pineapple Juice 


22. Chicken Noodle Soup 

23. Saltines 

24. Creamed Mushrooms on 
Toast-Baked Sweet 
Potatoes 

25. Broiled Chicken Livers on 
Toast 

26. Broiled Chicken Livers 

27. Baked Sweet Potatoes 

28. Green Peas 

29. Tomato Salad 

30. French Dressing 

31. Fresh Pear 

32. Canned Pears 

33. Cream Pudding 

34. Fresh Pear 

35. Blended Juice 

36. Bread 


November 29 





1. Orange Halves 
2. Grapefruit Juice 
3. Granular Wheat Cereal or 
Puffed Rice 
4. Poached Ege 
5. Bacon 
6. Toast fo1 
7. Scotch Broth un 
8. Saltines 
9. Roast Top Sirloin Bo 
10. Roast Top Sirloin d 
11. Mashed Potatoes ad. 
12. Riced Potatoes tr 
13. Browned Parsnips J 
14. Tender Spinach, Lemon gel 
Slice ; 
15. Head Lettuce Salad vis 
16. Celery Seed Dressing 
17. Steamed Cranberry Pud- net 
ding, Supreme Sauce 
18. Apricot Bavarian ] 
19. Strawberry Rennet- th 
Custard é 
20. Unsweetened Fruit in 
Cocktail 
21. Apple Juice thi 
22. Split Pea and Celery Soup un 
23. Croutons 
24. Chicken Spanish Rice Eff 


25. Chicken Spanish Rice ’ we 

26. Cold Sliced Chicken M 

27. Parslied Potato Balls toni 

28. Sliced Carrots pita 

29. Stuffed Celery, Sliced Ripe 
Olive Garnish 


31. Coconut Layer Cake with 
Lemon Filling 

32. Canned Peaches 

33. Baked Custard 

34. Unsweetened Peaches 

35. Cherry Juice 

36. Bread 
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November 30 


. Tomato Juice 

Tomato Juice 

Corn Flakes or Rolled 
Wheat Cereal 

Soft Cooked Ege 

. Grilled Sausage 

Toast 


Consommé 

Wheat Wafers 

. Sautéed Liver 

. Broiled Liver 

. Sealleped Potatoes with 

Onion 

. Baked Potatoes 

. Diced Celery and Tomatoes 

Green Beans 

Iced Pickle Chips and 
Carrot Sticks 


App 


— 





Insta 
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Pumpkin Pie and Cheese 

Pumpkin Custard : 

Lime and Cherry Gelatin 
Cubes ; 

. Unsweetened Cherries 

21. Mixed Fruit Juice 


te et 
DWI 


bo 
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22. Fruit Juice with Orange 
Sherbet 





Insta 


24. Lamb Stew with Biscuits 
25. Minced Beef 

26. Cold Roast Beef 

27. Paprika Potatoes |. 

28. Baked Hubbard Squash 
29. Cabbage and Olive Slaw Prop. 
Warm Apple Crisp 
32. Apple Sauce 

33. Cream Pudding 
Fresh Apple 

35. Beef Broth 

36. Bread 
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Anticipated benefits from the 


fire inspection program 


ROY HUDENBURG 


VERY REGISTERED hospital in the 
United States now can look 
forward to a fire safety inspection 
under the auspices of the National 
Board of Fire Underwriters. Alert 
administrators and engineers are 
trying to determine how they can 
get the most out of this inevitable 
visit by competent fire safety engi- 
neers. 
Likewise, it is quite apparent 
that administrators are interested 
in what they should expect from 
this mass fire inspection program, 
undertaken as an aftermath of the 
Effingham disaster. 





Mr. Hudenburg is secretary of the Amer- 
ican Hospital Association’s Council on Hos- 
pital Planning and Plant Operation. 





In correspondence and in meet- 
ings with the special committee of 
the National Board of Fire Under- 
writers, the representative of the 
Council on Hospital Planning and 
Plant Operation has insisted on 
one basic principle: That inspec- 
tions must be undertaken with 
educational values for hospitals; 
without this, the program would 
merely be one more harassment 
and headache. 

Instructions for those who are 
to conduct these inspections clear- 
ly indicate that it is the particular 
intention of the committee that 
these educational values shall be 
provided. That the full basic 


theory of life safety in hospital 
fires is not generally appreciated 
is constantly brought to attention 
and is seen in many plans for new 
hospitals which are without provi- 
sion for horizontal evacuation, 
such as is definitely intended in 
the “Building Exits Code” (see 
HospPItTAa.s for July, page 61). 

There are many reasons why the 
ordinary fire insurance inspection 
has not revealed weaknesses in the 
fire safety of hospitals. It first must 
be realized that fire insurance has 
a bearing only on property and 
therefore the greatest emphasis in 
inspections of this kind has been 
to eliminate the causes of fire and 
to restrict the possible fire damage 
of the physical plant. 

Second, the average fire protec- 
tion engineer usually cannot be 
familiar with the safety provisions 
applying to hospitals since his hos- 
pital inspections cover a_ very 
minute portion of his work. Mer- 
cantile establishments, office build- 
ings, industrial plants and build- 
ings such as warehouses and grain 
elevators, which do not involve the 
same hazards of life safety found 
in hospitals, are much more fa- 
miliar to him. 

This is by no means a universal 
condition, but it does serve to illus- 
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Probable fire safety recommendations for hospitals 


Recommendation 


Type of construction 


Recommendation 


Type of construction 


Combustible _ Fire-resistive Combustible _ Fire-resistive 

Enclose with fire-resistive construction Remove exit obstructions...................... x x 

(One-hour rating): Provide alternate exit facilities for all 
POUT SPIN AUS) ots es : x x we a ea ge ra eee : * 
Blovator satis) co. eee es = = Remove or fireproof excessive combus- 

a ea tible materials (excessive coats of 
other vertical openings.................. x x none = welipaper; earvers — 
terials in patient area; rubbish; vola- 

Appropriate cut-offs: Se TTT x ‘ 
Storage and shop areas...» x - Repair faulty electrical wiring................ : x x 
Areas of special hazard .................. x x Organize evacuation system, emer- 

Install smoke barriers... Ree hia x x gency squads, fire drill routines............ x x 

Install automatic sprinkler protection: Provide watch service.................0.sse--0-- v v 
Pe ii ‘ e Install fire alarm system.............-2..-.2.---2--- v v 
StOpage areas: ooo ess x v-alt. Provide protection against anesthesia 
NV OEEPER Ree es x v-alt. explosions (National Fire Protection 
Oi eee x v Association standards now being re- 

Corridors and stairs... x v vised but to be available soon)... x x 


Install automatic detection system: 
WORktareRS teat eet 


Storage Sreas. ...:......... 
Atties 


Properly mark all exits... 


Key: x means recommendation is probable 


v-alt. v means recommendation will vary according to need or cir- 
v-alt. cumstances 

v v-alt. means recommendation will vary, depending on alter- 
x native solution to the hazard 



















































trate why many hospitals have not 
been apprised of hazardous condi- 
tions bearing on life safety. The 
safety provisions are, of course, 
more the province of the casualty- 
risk engineer. There again the in- 
terest has been widely divided and 
all too little emphasis has been 
placed on facilities to prevent the 
spread of smoke and hot gases and 
to permit the successful movement 
of hospital patients without undue 
exposure to the elements and with- 
out the need for them to leave 
their beds. 


PROGRAM PLANNING 

Organization of the new mass 
inspection program is being devel- 
oped to eliminate these acknowl- 
edged shortcomings. Plans. now 
underway will revolve about state- 
wide direction by the manager of 
the state or regional fire insurance 
rating bureau. Hospitals will be 
assigned by this manager to special 
agents and engineers made avail- 
able by fire insurance companies, 
inspectors made available by cas- 
ualty insurance companies and 
inspectors of the rating bureau’s 
staff. Instructions being sent to 
these rating bureau managers will 
recommend the organization of a 
statewide or regional coordinating 
committee that will give repre- 
sentation to local hospital associa- 
tions, state hospital licensing 
groups and the various interested 
insurance organizations. 

Since it will not be obligatory 
that these suggestions be followed, 
it will be advantageous for state 
hospital associations to keep in 
touch with the managers of their 
respective rating bureaus for the 
development of such plans. 

The instructions also will indi- 
cate that inspectors, at the time of 
inspection, should discuss their 
findings and recommendations with 
the hospital administrator. There- 
after a written report will be sent 
to the hospital, making necessary 
recommendations, and a copy of 
this report will go to the National 
Board of Fire Underwriters for 
eventual tabulation. 

It is the unanimous decision of 
the Board of Fire Underwriter’s 
special committee directing this 
work, that no findings are to be 
reflected in any way by revisions 
in insurance rates or premiums or 
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in any pressures being brought to 
bear by insurance carriers. The 
program is expressly to be a vol- 
untary one calling for voluntary 
compliance by the hospitals being 
inspected. 

Instructions to rating bureau 
managers, however, will recom- 
mend the development of a follow- 
up or re-inspection program. This 
recommendation has been made 
because of the fact that while 
many recommendations result in 
immediate compliance by owners 
of buildings being inspected, there 
are invariably other instances in 
which recommendations are for- 
gotten unless a definite re-inspec- 
tion technique is followed. 

It is contemplated, however, 
that there may be many instances 
in which the hospital administra- 
tor or the engineer who is called 
in to interpret recommendations 
will be puzzled as to the reasons 
for certain recommendations or 
the best means of carrying them 
out. The rating bureau manager, 
therefore, also has instructions to 
supplement the written report to 
the hospital with an offer of fur- 
ther consultation and advice by 
competent fire safety engineers. It 
is thought that in some cases this 
technical assistance may even be 
desired to bring recommendations 
more forcefully to the attention of 
the boards of hospital trustees who 
eventually must make the decision 
on the expenditure of sizable funds 
where extensive alterations may 
be required. 

Programs already are being de- 
veloped for the eight western 
states under the jurisdiction of one 
rating bureau and for the State of 
New York. A coordinating com- 
mittee is being used in the western 
states to give representation to the 
hospital associations. The New 
York State fire insurance rating 
organization has agreed to work 
tentatively with the Council on 
Hospital Planning and Plant Oper- 
ation to develop a technical ses- 
sion as part of a half-day orienta- 
tion course for the inspectors who 
are to undertake the work. 

While the details of the program 
may vary from state to state, the 
administrator may expect a proce- 
dure something like the follow- 
ing: The hospital will receive a 
letter from the special committee 


of the National Board of Fire Un- 
derwriters over the signature of 
the state or regional rating bureau 
asking for an appointment to make 
an inspection. There will be an 
attempt to inspect all of the hos- 
pitals in smaller towns on consecu- 
tive days in order to reduce travel. 
It will be advantageous to the 
inspectors, therefore, to have sug- 
gested dates accepted where that 
is feasible. 

The inspectors will arrive and 
request that some responsible in- 
dividual accompany them on their 
tour of the hospital. This person 
may be an assistant administrator 
or hospital engineer. If the admin- 
istrator can spare the time, he will 
accompany the inspectors during 
at least a portion of their tour. 
When the inspection is completed, 
the inspectors are expected to have 
a brief conference with the admin- 
istrator to tell him what they have 
found and in general what recom- 
mendations they are making and 
why these recommendations are 
being made. 


DETAILED REPORT 


Later, a written report in greater 
detail will be received by the ad- 
ministrator, together with an offer 
of consultation service. The ad- 
ministrator also will be asked to 
report from time to time on the 
progress of his hospital in meeting 
these recommendations. If no such 
report is made—within a time that 
may vary from state to state—a 
letter inquiring about the degree 
of compliance probably will be 
received. If the reply to this letter 
is neglected or indicates little com- 
pliance, the administrator may ex- 
pect another visit from the fire 
safety engineer. He will be expect- 
ed to make a new and brief report 
to be appended to the report pre- 
viously sent to the special commit- 
tee of the National Board of Fire 
Underwriters. 

Hospital administrators and offi- 
cials who would like to be fore- 
warned of the recommendations 
that can be expected can study the 
provisions of the tenth edition of 
the Building Exits Code published 
by the National Fire Protection 
Association, 60 Batterymarch 
Street, Boston 10, Massachusetts. 
Section 24 of this code applies spe- 
cifically to hospitals. 
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SUGGS CLINIC, Ada, Okla. This pack tray is subject 
to extreme changes in temperature. But it will never 
craze—it’s Duraclay! 


no matter where you look 
.. Nothing else like 


OREGON STATE HOSPITAL, Salem, 
Ore. A Duraclay Patients’ Bath, as 
good today as the day it was installed. 
Just one of many baths available in 


Duraclay. 


ST. JOSEPH RIVERSIDE HOSPITA‘, Warren, 
Ohio. Absolute cleanliness is a must on these 
surgeons’ wash-up sinks. No fear — they’re 
Duraclay—once over with a damp cloth, and 


how they sparkle! 


*k 


exceeds the rigid tests for earthenware (vitre- 
ous glazed) established in Simplified Practice 
Recommendation R-106-41 of The National 
Bureau of Standards. 


CRANE 





Look where you will—in leading hospitals across the 
country—you’ll see Duraclay on the job. Because no 
matter where you look, there’s nothing else like it—no 
other material has the qualities of Duraclay. 


Unlike other materials, Duraclay is completely im- 
mune to thermal shock . . . stands up to scalding water 
One minute, ice water the next. Strong acids don’t stain 
it... abrasion doesn’t harm it ... it shows no craze 
despite years of tough usage. 


This wonder material is available from Crane in a 
complete line of hospital sinks and baths. See them all 
in your free copy of the Crane Hospital Catalog. And 
be sure to check your building or modernization plans 
with your Crane Branch, Crane Wholesaler, or Local 
Plumbing Contractor. 


GARDEN GROVE SANATORIUM, California. A 
Sitz Bath of Crane Duraclay. Crane also sup- 
plies such non-Duraclay items as the Herba- 
Therapy bath at right ... conventional fix- 
tures for nurses’ quarters, patients’ rooms, etc. 
...and all the specialized plumbing equipment 
that hospital service demands. 


1 
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CRANE CO., GENERAL OFFICES: 
836 S. MICHIGAN AVE., CHICAGO 5 


PLUMBING AND HEATING 
VALVES © FITTINGS © PIPE 


NATION-WIDE SERVICE THROUGH BRANCHES, WHOLESALERS, PLUMBING AND HEATING CONTRACTORS 
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Hospitals of frame or ordinary 
wood-joist construction can expect 
as a minimum, the recommenda- 
tion of an automatic sprinkler sys- 
tem and the enclosure of stairways. 
Hospitals of fire-resistant con- 
struction that do not have interior 
stairways enclosed can expect a 
recommendation for such enclos- 
ure with an assembly of materials 
having a fire rating of at least one 
hour. In some instances where 
Such an enclosure is not readily 
feasible, it may be suggested that 
a partition of steel framing and 
wire glass be substituted. Hospi- 
tals with corridors more than 125 









feet long, or floors housing more 
than 35 patients between fire 
doors, can expect a minimum rec- 
ommendation for the erection in 
such corridors of smoke-proof par- 
titions with doorways five feet six 
inches wide dividing the corridors 
into at least two sections. The rec- 
ommendation probably will call 
for such smoke-proof partitions 
to divide that section of the corri- 
dor into which elevators empty 
from the balance of the corridor 
extending in either direction. 

As a matter of fact, any hospi- 
tal floor of any size on which pa- 
tients are housed should be divid- 
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SMOKE BARRIERS with a fire rating of at least one hour probably will be recommended by 
inspectors of the National Board of Fire Underwriters for hospitals with corridors more 
than 125 feet long or floors housing more than 35 patients between fire doors. Barriers 
(marked "A" in these plans) must have doorways five feet six inches wide and must divide 
the corridors into at least two sections to permit horizontal evacuation of patients. 
Elevators (cross-hatched above) and stairways, if far apart, should be separated (Figure 
1) by smoke barriers; central elevators should be closed off from long sections of corri- 
dor ae 2); separate elevator shafts (Figure 3) should be closed off by smoke. locks. 
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ed into two sections, each haviag 
a separate enclosed stairway or 
other acceptable exit. 

The basic reasoning behind these 
recommendations lies in the vaiue 
of horizontal evacuation of hos- 
pital patients during fire emer- 
gency. While the width of corri- 
dors in existing buildings cannot 
be changed without extraordinary 
expense, the new hospital building 
should have a corridor width of at 
least eight feet. This width is pred- 
icated on the fact that hospital pa- 
tients during ‘horizontal evacua- 
tion will be moved in their beds 
through doors with a clear open- 
ing of at least three feet eight 
inches wide and will be moved 
along corridors. The _ eight-foot 
width permits a moving bed to 
pass another bed that is tempo- 
rarily stationary in the corridor, 
yet still allows hospital personnel 
and firemen to pass between such 
beds. 

The theory of the smoke-proof 
partition is that it will prevent 
the spread of smoke and hot fumes 
from one section of.a floor into the 
other and provide at least tempo- 
rary refuge for the patients moved 
from an adjoining area threatened 
by the invasion of smoke and 
fumes. If the building is fire-re- 
sistant and its vertical openings 
are properly enclosed, the patients 
probably can remain in the adjoin- 
ing area while even a fire on the 
same floor is brought under con- 
trol by the fire department. 

Under extreme conditions it 
might be necessary to move pa- 
tients by elevator to.a lower floor 
until all danger is passed. In a 
fire-resistant building that does 
not have vertical openings proper- 
ly enclosed, or in a building of 
combustible construction, this hor- 
izontal evacuation is intended to 
remove the patient from immedi- 
ate danger and permit later evac- 
uation vertically without panic 
due to extreme haste. 

A fire which recently resulted 
in extensive damage to the Fair- 
view Home, a_ neuropsychiatric 
hospital near Salem, Ore., resulted 
in no major casualties of patients 
or personnel because an ordinary 
door prevented the spread of fire 
from the basement, where it orig- 
inated, to the upper stories. 

This occurrence emphasizes the 
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protection of patient areas from 
fires originating in storage and 
work areas and similar areas of 
special hazard. Provisions should 
be made in existing hospitals to 
prevent the rapid spread of fire 
from areas such as paint shops, 
mattress shops and storage rooms 
where substantial amounts of com- 
bustible materials are regularly 
kept. 

In addition to being cut off with 
fire-resistant construction from 
the remainder of the hospital, such 
areas, therefore, should be pro- 
tected by either an automatic 
sprinkler system or an automatic 
fire detection system. 

In a fire-resistant building close 
to adequate public fire-fighting 
forces, an automatic detection sys- 
tem can provide adequate protec- 
tion. If the building is not of fire- 
resistant construction, however, 
nor has adequately enclosed ver- 
tical openings or is not within the 
immediate jurisdiction of adequate 
public fire-fighting forces, the 
automatic sprinkler system can be 
the logical choice. 

The work in which hospitals will 
be largely dependent on their own 
resources without a great deal of 
guidance is the establishment of 
patterns for evacuation in case of 
fire and the development of emer- 
gency fire brigades. These will be 
controlled by the availability of 
personnel during the early morn- 
ing hours when fires frequently 
develop and the physical attributes 


of the hospital building. In a num- , 


ber of states there are fire preven- 
tion and underwriters associations 
that can be called on to provide 
assistance. Local fire chiefs and 
fire marshals may be consulted in 
these and similar matters. 





CORRECTION 


In August, the Floor Manufac- 
turer’s Association was given in- 
correctly as the publisher of an 
approved list of floor waxes. The 
National Rubber Manufacturing 
Association, 444 Madison Avenue, 
New York City 22, issues a list of 
Cleaners and polishes for rubber 
flooring; the Asphalt Tile Institute, 
101 Park Avenue, New York City 
17, has specifications for asphalt 
tile water emulsion wax. 


‘Mirani 
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ENGINEERING and MAINTENANCE 


Fuel conservation 


THE COMING WINTER heating 
load is about to focus new at- 
tention on fuel costs and perhaps 
it still is not too late to recheck the 
many possibilities of controlling 
this tremendous single cost in the 
operation of any hospital. 

There are two excellent manuals 
on this subject that can be of sub- 
stantial help to the hospital en- 
gineer. The first of these is the 
American Hospital Association’s 
manual, ‘‘Fuel Conservation in 
Hospitals.” This is a thorough 
work prepared by the Council on 
Hospital Planning and Plant Op- 
eration several years ago after 
consultation with a number of out- 
standing authorities. 

In addition, competent advice is 
available in a bulletin of the Bu- 
reau of Mines, available from the 
Government Printing Office at 50 
cents a copy. This is Bulletin Num- 
ber 466 and is entitled, ““A Guide 


for Reducing Fuel Consumption in 


Commercial Plants. 

Both of these manuals, inciden- 
tally, call attention to the Ehrlen- 
born Fuel Consumption Chart. 
This chart compares the daily use 
of fuel with degree-days of the 
month and correlates the amount 
of fuel used with the normal use 
for heating on days of equivalent 
temperatures. 

Perhaps this is also a good time 
of year to re-study laundry steam 
requirements and to determine 
whether full use is being made 
of fuel consumed by the laundry. 
One question to be explored is 
whether effective use is being 
made of the possibilities of heat- 
reclaimers salvaging heat from the 
dump water to raise the tempera- 
ture of incoming cold water. 

October is a month of notorious 
overheating. Manual heating con- 
trols are almost certain to result 
in heat waste due to overheating 
during the next six weeks. Ac- 
cordingly, this is an excellent time 
to consider the advantages of the 


installation of automatic controls 
for heating, actuated by heat-loss 
thermostats on the outside of the 
building. 

In the larger hospitals, there is 
a great possibility of savings due 
to orifice control of steam supplies 
for heating, actuated by out-of- 
door heat-loss thermostats. A re- 
cent issue of Skyscraper carried 
an article by Charles J. Lehn, chief 
engineer of the Field building in 
Chicago on the surprising amount 
of savings realized through the 
installation of this system. The sys- 
tem with a return line open to the 
atmosphere regulates precisely the 
heat admitted into the various sec- 
tions into which the building is 
zoned according to the external 
weather demands. These demands 
vary with the amount of sunlight 
received by respective sections of 
the building and with the direction 
and intensity of the wind, as well 
as general outdoor temperature. 


Fire precaution 


Fire Prevention Week is to be 
observed beginning October 9. The 
Association is sending to each in- 
stitutional member a poster pre- 
pared by the National Board of 
Fire Underwriters and calling at- 
tention to the topic of fire waste. 

Hospitals about to initiate a year- 
round fire prevention program 
during this time may be interested 
in a fire hazard card that may be 
obtained from the National Fire 
Protection Association at $1.50 
per hundred. These may be used 
by the administrator, the engineer 
or the housekeeper to call the at- 
tention of personnel to unsafe 
practices or to unsafe conditions 
until they can be recognized. The 
card can be hung near or over a 
fire hazard and is dramatically de- 
signed in a black and red motif. It 
reads, ‘“‘This fire hazard to be made 
safe before it destroys our lives 
and property.”—R.H. 

Further information about materials re- 
ferred to in these columns may be had by 


writing to: HOSPITALS, Editorial Depart- 
ment, 18 E. Division Street, Chicago 6. 
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PATIENT DISCHARGED— 
BILL PAID IN FULL 


One checkup message brings all final 
charges to business office instantly 


with 


Tole TELESCRIBERS! 
























































































TelAutograph Telescribers are supplying more and 
more hospitals with effective contact between the a 
Business Office and other departments for rapid trans- tha 
mission of charges prior to discharge of a patient. The At 
accompanying diagram shows a typical hospital Lot 
TelAutograph Telescriber System. When the duc 
floor nurse receives discharge instructions che 
she writes the information on a TelAuto- are 
graph Telescriber. As she writes, this mes- eer 
sage is identically and instantly reproduced + 
in each department she wishes to contact. a 
Each department then assembles and trans- pre 
mits all the patient's charges to the Business his 
Office via TelAutograph Telescribers. The 2 oe 
patient upon discharge receives a com- syst 
plete bill. No last minute waiting. No follow-up bills. 
For further information on the efficient, timesaving Tel- T 
Autograph Telescriber System, writé for Literature M. is pl 
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A five-point system that ends 


waste and inefficiency 


CARTERET A. ALSOP JR. 


OSPITAL PURCHASING routines 
H effect economies only to the 
extent that they eliminate the gaps 
that mean waste and inefficiency. 
At St. Vincent’s Sanitarium at St. 
Louis these routines have been re- 
duced to a five-point system of 
checks and controls. These points 
are covered: (1) Requisition sys- 
tem, (2) card index system of per- 
petual inventory and direct pur- 
chases, (3) purchasing system, (4) 
storeroom control and (5) pur- 
chasing department accounting 
system. 


REQUISITION SYSTEM 


The orderly purchasing system 
is put into motion with requisitions 
that must be authorized by the de- 
partment head and approved by 
the administrator. The divisions 
requisition supplies from the store- 
room; the perpetual inventory 
shows when these supplies have 
reached the minimum; the pur- 
chasing agent re-orders to replen- 
ish the stock; the supplies are 
received and checked into the 
storeroom, and the purchasing de- 
partment accounting system re- 
cords the entire transaction. When 
the departments again requisition 
supplies, the cycle repeats. 

Each of the 54 divisions of the 
hospital are identified on purchas- 
ing and accounting department 
records by name and number. 
These identifying marks and dates 
are entered on all requisition 
forms by the purchasing depart- 
ment before they are issued. 

All departments get requisitions 
for nonedible supplies each Tues- 
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day and Thursday. The Tuesday 
requisitions (see below) contain 
11 lines and are used for non- 
expendable supplies only. The 
Thursday requisitions (see below) 
contain 20 lines and are used for 
expendable supplies only. 

All requisitions must be return- 
ed to the purchasing department 
the same day that they are issued. 
The next morning they are placed 
on the hospital administrator’s 
desk for approval. After approval 
they are returned to the purchas- 
ing department and items not car- 
ried in stock are listed to be pur- 
chased. The requisitions then go 
to the storeroom to be filled and 
delivered. 

The main kitchen and public 
lunch room are issued a 20-line 


requisition daily for their supplies 
of canned goods, flour, sugar, coffee 
and similar items (same form as 
below). These requisitions are 
then sent to the storeroom for fill- 
ing and delivery. 

Each department that serves 
food is issued two nine-line requi- 
sitions for daily use. One (see page 
80, above) is turned in at the 
kitchen for supplies of perishable 
foods, while the other (see page 
80, above) is turned in at the 
storeroom for supplies of nonper- 
ishable foods. These departments 
are not allowed to carry more than 
a one-day inventory of food. 

Larger departments have a 
booklet that lists items carried in 
stock. This booklet was made up 
so that all concerned have a clear 
knowledge of what and how to 
order. 

All requisitions must be signed 
by the department heads. Supplies 
are issued only on the regular 
days. In case of an emergency 
need, ‘Emergency Requisitions” 
are filled without the administra- 
tor’s signature if signed by the 
department head. These plus the 


SEPARATE forms are used to requisition 
expendable and nonexpendable supplies. The 
short form is issued Tuesdays. A 20-line 
form for expendable supplies is issued on 
Thursdays. The long form also is used by 
the main kitchen and public lunch room to 
order daily supplies of stored food items. 
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DEPARTMENTS serving food are not allowed 
to carry more than a one-day inventory of 
food. Their requisitions are sent to either 
the kitchen (perishable food) or storeroom. 


daily food requisitions are placed 
on the hospital administrator’s 
desk once a week with the 11-line 
Tuesday requisitions. 


CARD INDEX SYSTEM 


All deliveries to the hospital are 
received by the purchasing depart- 
ment only. The goods are inspected 
and checked immediately. The 
storekeeper is then instructed to 
place them in stock or send them 
directly to a department. 

At the end of each day, the pur- 
chasing agent checks all invoices 
and indicates if they are correct. 
If they are stock items he marks 
them so; if they are direct depart- 
ment charges he marks the depart- 
ment number next to the item. 

The invoice is then entered in 
full into a receiving book (page 
82) together with the purchase or- 
der number and the department to 
which it is to be charged. The 
invoice is then sent to the book- 
keeping department for payment. 

The receiving book plays a very 
important part in this system. Into 
this book are entered not only the 
invoices in complete detail, but all 
records of returned goods, con- 
tainer deposits, credits received 
and similar notations. The items 
that appeared on the invoices are 
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posted from the receiving book to 
either perpetual inventory or di- 
rect purchase cards. 

Making entries in the receiving 
book requires about 30 minutes a 
day. We then have an absolute 
record of every invoice passing 
through the office. It eliminates 
the need for recording vendors’ 
and trade names on the perpetual 
inventory cards. This increases the 
life of the inventory cards. 

If we find it necessary to dupli- 
cate the item that was purchased 
several years ago, we can find the 
exact entry in the receiving book 
by referring to the inventory cards. 
On many occasions this has helped 
when the vendor himself had no 
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DESCRIPTION 


RECEIVED ISSUED 


DATE PRICE | AMOUNT PRICE | AMOUNT 





BALANCE 





way of identifying a certain item 
without the stock number or re- 
ceiving book description. 

The perpetual inventory cards 
(below) are used for an individual 
record of each item in stock. They 
are designed to show maximum 
and minimum amounts, the supply 
unit, average price, order number, 
date and the department to which 
each unit has been issued. They 
are filed alphabetically by groups 
(food, paper, hardware, stationery, 
plumbing, janitor, housekeeping, 
painting or surgical). 

As soon as filled requisitions are 
turned in to the purchasing de- 
partment, they are posted on the 
inventory cards, priced and then 
filed by departments in a ledger 
book. When supplies of items reach 
the minimum shown on the ¢ards, 
a list is given to the storekeeper for 
counts. The storekeeper does not 
have access to the inventory cards, 
so he must make an actual count of 
the items on the list. After this list 
has been verified ‘with the inven- 
tory cards it.is given to the pur- 
chasing agent. 

The direct purchase card is filed 
in the same manner as the per- 
petual inventory cards. All items 
that do not go into stock are listed 
on these cards; each item has its 
own card. 

This system also requires a card 


PERPETUAL inventory cards are used for 
an individual record of each item carried 
in stock. Requisitions are posted on these 
cards, and when the minimum quantities are 
reached, a count is made and orders placed. 


MOP- HEADS 


ISSUED BALANCE 


PRICE | AMOUNT PRICE | AMOUNT PRICE | AMOUNT 
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oe are blankets and blankets. __all grades, all prices. But there is only 
one WHITE KNIGHT blanket — the blanket among blankets! The 
Blanket that has been selected specifically for hospital service; the finest blanket 





of its type available; the blanket that will give long and satisfactory service; 
the blanket that’s nice to look at and warm and cozy to snuggle under. The 
blanket that combines, in perfect balance, the advantages of wool and cotton 
— 50% wool, 50% cotton. The blanket that’s priced for hospital budgets. 


Yes, you'll be needing blankets — WHITE KNIGHT Blankets. Attractive 
and practical plaid pattern; individually packed in a bag. Size: 66" x 84”. 
Weight: 24% Ibs. each. Colors: Blue, Cedar, Rose, Green. 


WILL ROSS, INC. ©) Wisconsin 


Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 
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ENTRIES in the receiving book record all 
transactions. Order numbers are listed to 
the left of the firm name. Other numbers 
in the left margin are department numbers 
to which merchandise is charged. Any entry 
charged to No. 45 (storeroom) is placed in 
stock and entered on perpetual inventory 
cards. Check marks indicate that the item 
has been charged to the department; an X 
means that it has been placed on the direct 
purchase inventory cards; an * means that 
the item has been placed in stock on the 
perpetual inventory cards. Goods returned 
are shown in red ink with credit indicated. 


for each piece of mechanical equip- 
ment used by the hospital. It is 
actually a machine history, for it 
shows the name, make, model, 
serial number, where purchased 
and similar information. It also 
shows all repairs made and parts 
bought since the machine was pur- 
chased or the system started. 

In conjunction with this machine 
history, a file folder is also kept on 
each piece of equipment. This 
folder contains all literature such 
as parts lists and operating instruc- 
tions. Literature is obtained by 
asking for extra copies when the 
purchase transaction is made. 

These three things, the receiving 
book, the perpetual inventory cards 
and the direct purchase cards 
are of infinite value to the pur- 
chasing agent. They show, over any 
given period for any item, the rate 
of consumption, price trends and 
departments that are using more 
than a normal amount of any item. 
In a matter of seconds, if necessary, 
a purchase transaction that may 
have taken place months or years 
ago may be found. 

At the end of the fiscal year, an 
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accurate inventory of each type or 
group of stock items can be taken 
with very little loss of time by 
merely going through the balance 
column of the inventory cards. 


PURCHASING PROCEDURE 


Purchasing is handled on a com- 
petitive basis and quotations are 
solicited either by telephone or 
mail. When buying stock items 
such as canned goods, stationery, 
paper articles and electrical sup- 
plies in large quantities, invitations 
to bid, with the proper specifica- 
tions, are mailed to the suppliers. 
This routine is also followed when 
purchasing a single piece of equip- 
ment. Bids are obtained from as 
many firms as may be necessary. 

Such items usually are purchased 
to build the inventory to last a pre- 
determined time, depending upon 


market conditions. This is accom- 
plished by checking each inventory 
card for the rate of consumption 
per week or month. If, for example, 
a three-month inventory is desired 
for a certain group of items, the 
amount of stock needed can be 
found quickly on the cards. 

The practice of giving orders 
directly to the salesmen during an 
interview is not often followed. 
This delay permits the buyer to 
check against the price or prices 
quoted. Orders are never given to 
a strange or unfamiliar company 
that is selling something new or 
“revolutionary” until a thorough 
investigation of its product is made. 

The practice of allowing sales- 
men to contact the various depart- 
ment heads at the departments is 
discouraged as much as possible. 
If the department head is needed, 
he or she is asked to come to the 
purchasing office. 

Numbered forms are issued with 
each order except for purchases of 
perishable supplies. Even then a 
duplicate of the order is retained 
by the purchasing agent. When the 
order is received the duplicate 
serves as a check on the price, 
grade and the department for which 
it was intended. The duplicate is 
then rubber stamped and filed in 
sequence. These duplicates also 
are reminders for overdue orders. 
Perishable supplies are ordered 


SUMMARY sheets are prepared at the end 
of each month and year. These reports show 
how much each department has been charged 
for supplies issued during a report period. 





# 1--Laboure Hall (Nurses Home) 
2--Nurses Hall 
S—-Pharmacy 
4--Cafeteria 
5--Sisters' Refectory 
6--Bake Shop 
7--Priests' Dining Room 

8--Linen Room 

9--Social 





toreroom 
46--Sewing Room-4th floor 
47--Purchasing Department 
48--Employees' House 
49--Miscellaneous Departaent 
50--Record Librarian 
51--Lawn 
58--Sisters' Clothes Room 
54~—-Personnel Department 





‘otals for July 1949 









Credits 


Totals Credits 
575.44 
5.57 
2.46 
682.91 
228.21 15.59 









2,852.19 
15.54 


895.02 494.42 





22,874.06 6,445.76 
16 


6,445. 
15,928.50 
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the most modern 


hospital furniture 


in the world 


With Moduline you can provide 
furniture for your milk formula room, 
nurses’ stations and laboratory rooms, 
that will meet your needs for years to 


& 
moduline come. Moduline, by Aloe, is styled for 


tomorrow. It comes in architecturally 


meets every hospital need = pproved widths and depths so that 


custom-built facilities may be developed 
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from standard Moduline units. Here are 
some characteristic details: concealed 
hinges, baked steel finishes with stain- 
less steel table tops. Utilities can be 
top or splashback mounted. Write 
for special booklet T-300 and learn 
how Moduline can meet your furni- 


ture needs. 





Special Schematic Layouts for 
Hospital installation available 


on request. 
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MILK FORMULA ROOM FOR A GENERAL HOSPITAL 


EQUIPMENT LEGEND 
GROUP 1 (FIXED) GROUP 2 (NOT FIXED) 


1, 85L-24D—Drawer-Cup- 6. 85L2238M—Milk Formula 4. Olson Bottle Washer 
board Unit without Splash- Sterilizer 
back 85L-24AS—Sink Unit with 7. 85P6398AL—Waste Re- 
la. 85-L-24DSS—Drawer Cup- i Stainless Steel Grill ceptacle-Siiver lustre Finish 
board Unit with Special- i 8. 85P5363—Dooble Ele- 
Deoth Top  8SL-39—Corner Unit ment Hot Plate 
- 85L-D35—Table Top Units - Bulletin Board . 
with 85X-27 Legs (3 Prs. 12. 851-35—-Cupboard Unit _'>" Refrigerator 
Required) 85L-24D—D c 16. 85P6238—Nurses’ Desk— 
. 85L-72AS—Double Sink — Silver lustre Finish 
830-47 Counter Top de 17. 85P6327AL—Chair— 
Units with 85X-27 Legs (2 18. 85ES-2—Electrical Duplex esos dpcnggions 
Prs. Required) Plug Strip 19. 85P6356—Milk Cart 
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as follows: The purchasing agent, 
consulting the weekly menu, checks 
the coolers on specified days of the 
week. A single-sheet form is used 
to record the amounts of produce, 
meat, poultry, cheese and other 
items that are needed. 

Quotations are then obtained by 
telephone call and recorded on the 
right side of this form. The best 
prices for each item are then noted 
and the orders are placed accord- 
ingly. This form is then placed in a 
ledger book and is used to check 
the invoice when the merchandise 
arrives. 


STOREROOM CONTROL 


Supplies in the storeroom are 
grouped to correspond with the 
perpetual inventory cards. Each 
group of items is placed on the 
shelves in -alphabetical order. A 
card under each item designates its 
name, which is exactly the same 
as that on the inventory cards. 
This is done so the storekeeper will 
use the correct names in describ- 
ing the requisitioned goods. 

Absolutely nothing leaves the 
storeroom unless a proper requisi- 
tion is submitted and no unauthor- 
ized person is allowed in the 
storeroom. Unless these two rules 
are constantly enforced, the entire 
perpetual inventory system would 
cease to function accurately. 


ACCOUNTING SYSTEM 


At the end of each month the 
purchasing department makes out 
a report on each using department. 
This report shows the exact quanti- 
ties and names of all items ordered 
by this department from the pur- 
chasing and _ storeroom depart- 
ments. The costs of these items are 
extended and totaled. A summary 
sheet is then drawn up to show the 
monthly expenses of each depart- 
ment. The report is filed and a copy 
of the summary sheet is routed to 
the hospital administrator. A simi- 
lar report is prepared at the end 
of each year. 

A large record book also is main- 
tained, with a page devoted to each 
department. This page is large 
enough to show purchases for each 
month of the year as well as 
whether the supplies were from 
stock or direct purchases. The 
monthly costs are recorded in this 
book. 
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PURCHASING, 


Electric blankets 


ALTHOUGH ELECTRICALLY heated 
bed coverings are not designed pri- 
marily for therapeutic purposes, 
their popularity in homes insures 
that some demand will be created 
in hospitals. In view of this 
demand, the American Medical 
Association’s Council on Physical 
Medicine and Rehabilitation re- 
cently adopted requirements under 
which the council will accept such 
products. 

Some of the requirements to in- 
sure uniform safety follow. Full 
details may be obtained by refer- 
ence to the August 13 issue of the 
Journal of the American Medical 
Association. 

1. To insure safety with respect 
to electric shock and overheating, 
the device must be listed as ap- 
proved by the Underwriters Lab- 
oratories, Inc. 

2. The manufacturer’s name, 
catalogue identification and rating 
in watts and volts must be perma- 
nently marked in a readily visible 
place on each covering and control. 
A covering intended for use on 
only alternating current or to 
specific frequencies of such current 
must be so marked. 

3. A written guarantee must 
accompany the product to the 
purchaser. 

4. Clearly written instructions 
for its use must accompany each 
covering. 

5. The manufacturer must give 
evidence that adequate facilities 
for servicing are available and 
furnish names and addresses of 
servicing agencies. 

6. The bed covering must be so 
constructed that it can be laun- 
dered by normal methods, either 
at home or at a commercial laun- 
dry. Instructions for laundering 
must be supplied with the covering. 


The Purchasing department is edited 
by Leonard P. Goudy, purchasing spe- 
cialist. : 
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7. Any therapeutic claims must 
be clearly stated in literature ac- 
companying the bed covering when 
sold. There must also be conclusive 
evidence with which to substan- 
tiate the claims. 

8. The sizes of wired areas of 
the electrically heated bed cover- 
ings must conform to one of the 
standard mattress sizes. The wired 
area cannot be more than 70 inches 
long with a tolerance of plus or 
minus two inches, and the width, 
with the same tolerance, must be 
as follows: 


Single bed 36 inches 
Twin bed 39 inches 
Three-quarter bed 48 inches 
Double bed 54 inches 


9. The maximum bed tempera- 
ture obtainable with control at 
high position under any condition 
of ambient temperature must not 
exceed 108 degrees F. 

Other requirements deal with 
the extent to which the tempera- 
ture should fluctuate as the room 
temperature does. 

The council, of course, makes no 
recommendations beyond mini- 
mums, but manufacturers of elec- 
tric blankets are introducing many 
new features that are likely to be- 
come important factors in sales. 
One manufacturer, for example, is 
marketing a blanket that has four 
warming zones, all of which are 
regulated entirely by heat radia- 
tion from the sleeper’s body. 


Bedding guide 


A very useful addition to the 
purchasing agent’s library would 
be the short text, “How to Buy 
Bedding” by Crete M. Dahl. It is 
published by the Dahl Publishing 
company in Stamford, Conn. and 
sells for $1.20. 

This book is very elementary 
and would be especially valuable 
to the person inexperienced in 
textile purchasing. The author 
stresses quality and testing and 
explains a few simple tests that 
can be conducted with the aid of 
only ordinary facilities. —L.P.G. 
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to file cabinets, no searching among dusty 
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Current price trends 





NYONE NOW CAN PREDICT— 

without risking severe criti- 
cism—that business will be better 
in the year to come. The summer 
price ebb has passed and wholesale 
markets about to be bolstered by 
seasonal rises show every sign of 
continued strength for early 1950. 
In other words, the 1949 recession 
is considered over if, indeed, there 
has been any real recession at all. 
Whether 1950 eventually will 
bring a more severe or even a mild 
business decline is something that 
very few economists are willing to 
predict. 

For the time being, building 
activity is high; employment prob- 
lems are not as worrisome as they 
had threatened to be; sporadic ups 
and downs have produced a 
healthy wholesale price leveling; 
federal funds have maintained 
some vital prices and—most im- 
portant—the demand for many 
goods still is great. 

All this does not mean, however, 
that the nation suddenly will re- 
turn to its 1948 business peak. The 
chances of turning back, if that is 
considered desirable, are very un- 
likely. These are a few of the 
reasons: (1) There already have 
been drastic cuts in the manufac- 
ture of textiles and machinery as 
well as many other goods; (2) 
many purchasers have taken to 
liquidating their inventories, there- 
by buying in smaller quantities to 
take advantage of gradual price 
declines; (3) businessmen will 
continue to be cautious and busi- 
ness expansion correspondingly 
slow; (4) the dollar gradually will 
regain its value as wholesale prices 
inch downward—a slow process 
that makes for stability rather 
than a strong business boom. 

Fortunately, in late summer 
economists and businessmen in 
general did not favor a return to 
the postwar peak. Restlessness and 
financial uncertainty rob’ the 
wholesale purchaser of confidence 
even when times apparently are 
good. All purchasers prefer a de- 
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pendable market free of sharp rises 
and declines. 

In August and early September 
purchasers looked forward to such 
a buyer’s market. According to the 
Department of Labor’s Bureau of 
Labor Statistics, the comprehensive 
monthly wholesale price index de- 
clined 0.6 per cent in July to 153.4 
per cent of the 1926 average. This 
means the July index was 9.1 per 
cent below the level of one year 
earlier and 9.7 per cent lower than 
the August 1948 postwar peak. All 
major groups other than metals and 





metal products and chemicals and 
allied products had declined over 
the month, and farm products and 
building materials were 1 per cent 
below their June levels. 

Even with these apparent de- 
clines, most wholesale price chang- 
es continued to be slow. Averag 
primary market prices, for exam- 
ple, remained unchanged during 
the last two weeks in August after 
a drop of 0.6 per cent from their 
July levels. Although markets 
were not at a standstill, there was 
no longer any doubt about the 
leveling-off process. 

Some goods still experienced 
price declines as others rose in 
price, thus producing what ap- 
peared to be a quiet wholesale 
market. Grain prices continued to 
advance late in August. In one 
week barley prices advanced six 
cents, corn prices advanced four 


























COMMODITY 2 

1948 1948 1948 
All commodities ............ 169.8 168.7 167.5 
Farm products wee ‘ . 
Pll TOORS: ........:-<..- 





Textile products 
Fuel and lighting 





Se, 136.4 136.7 136.9 
Metal and metal 

Cs | ae 1720 VAD” 13720 
Building materials ........204.1 203.8 203.6 
All others* .................. 135.4 134.8 134.5 


miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—SEASONAL STABILITY 


Weekly Index Numbers of Wholesale Prices—1926=100 


August Sept. Oct. 
24 4 


*Includes chemicals and allied products, hides and leather products, housefurnishing goods and 


This weekly wholesale price index is designed as a weekly counterpart of the monthly whole- 
sale price index. It is based on a sample of about one-eighth of the commodities in the com- 
prehensive sample and therefore should be regarded as an indicator of price trends rather 
than as a final compilation. The monthly index should be used for fuller coverage. 







% of Change 
August’ 8-24-48 1-4-49 
16 


to to 
8-16-49 8-16-49 





July August August 
26 2 
1949 1949 1949 1949 






152.8 152.6 152.7 151.9 —105 —5.8 j 
164.3 164.3 163.8 160.1 —16.2 —8.7 
161.2 160.6 161.4 161.0 —15.1 —4.2 j 
139.1 139.5 138.9 1390 —65 —4.2 i 
# 
130.6 130.2 130.3 1300 — 4.6 —5.2 
167.9 167.9 167.9 167.9 — 2.3 —4.1 i 
190.4 190.0 189.9 190.1 —68 —4.3 d 
124.2 124.0 124.3 124.1 — 84 —6.5 






















July = July 
COMMODITY 1939 1941 
All “commodities: ........-.......-..-.. 75.4 88.8 
Boe po. | eens 62.6 85.8 
a eee 67.5 84.7 
AGMANG DYOGUCTS - ..0.5...:..0.......... 67.6 86.2 
RUNS IIIS esnccecssnesnsicotensesnens 65.1 96.1 
Fuel and lighting materials.... 72.8 78.5 
PATTIES DOG. s.c.ssc<.concescncence 72.6 82.2 
Bituminous coal ...................... 95.8 104.9 
BMMMBINEN Secrmcis sia tsavcesscennovnvntectoor 78.1 66.8 
NN ee seinen gasiivsiscnccevorinns babes 89.0 80.8 
Building materials .................... 89.7 103.1 
BO RIO RUN soa cc cvie ce cratnimncnones 90.6 94.2 
So, he eee 91.5 92.1 
LC eR ee SEs ce ee 89.6 122.3 
Paint and paint materials........ 82.2 91.6 
Plumbing and heating materials 79.3 83.2 
structural steel ......................: 107.3. 107.3 
Other building materials.......... 89.6 98.4 
Drugs and pharmaceutical 
SUI MEIN =. Sdrasscnvocnatiecoccecessins 77.2 100.0 
TS | 67.8 86.1 
Semi-manufactured articles .... 74.4 87.9 
Manufactured products .......... 79.2 10 


90.1 
Purchasing power of dollar...... $1.392 $1.126 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—MONETARY STRENGTH 


Month Index Numbers of Wholesale Prices—1926=100 






July July July July June July 





1943 1945 1947 1948 1949 1949 
103.2. 105.9 150.6 168.8 154.4 153.4 
125.0 129.0 181.4 195.2 168.5 165.8 
107.2 106.9 167.1 188.3 162.4 161.3 
97.4 99.6 140.5 150.8 139.2 138.2 
112.6 119.7 198.5 209.3 169.7 167.8 
81.0 84.3 109.0 135.9 129.9 129.9 
89.6 101.6 114.2 131.6 134.2 135.4 
116.5 123.9 163.2 193.1 188.6 188.9 
59.0 60.3 65.0 66.4 % * 
77.6 77.8 85.5 90.4 90.1 “2 
110.7. 117.5 175.5 200.0 191.4 189.1 
99.0 111.7 143.3 158.5 160.8 161.5 
93.6 99.4 114.9 132.1 134.3 133.6 
139.7. 155.1 268.8 318.5 280.8 277.6 
102:0 - 106.1 155.4 157.7 153:6 145.2 
90.4 92.6 123.4 145.5 154.7 154.7 
107.3. 107.3 130.8 159.6 178.8 178.8 
101.3. 104.3 146.1 167.1 168.5 168.8 
106.2. 110.2 137.4 153.7 124.3 124.7 
113.6 117.5 165.3 184.3 164.3 163.0 j 
92.8 95.3 146.1 157.5 146.5 146.0 i 
99.6 101.8 144.2 162.7 150.5 149.7 ‘ 
$.968 $.944 $.664 $.592 $.647 $.651 q 
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cents and winter wheat moved up 
fractionally. Cocoa bean prices re- 
versed their upward trend of early 
summer and dropped consecutive- 
ly for three weeks, finally settling 
at 22 cents a pound at the end of 
August. Other commodities con- 
tinued to advance: Tallow rose to 
7.1 cents a pound; print cloth rose 
another 0.5 cents in August to 15 
cents a yard and cottonseed oil 
surged to 17.4 cents a pound with 
promise of greater increase. 

Prices of several leading brands 
of coffee increased one to 1.75 cents 
a pound. By early September, 
wholesale coffee prices had reached 
28.8 cents a pound, a new postwar 
high. Leading manufacturers of 
margarine raised their prices two 
cents a pound, reflecting the sharp 
increases in the price of cottonseed 
oil. 

Hospital purchasers were disap- 
pointed to learn that sheets were 
getting more expensive. In mid- 
August large mills increased sheet 
prices by about 2.5 per cent, prob- 
ably to offset curtailed textile pro- 
duction. During the same week 
the price of vegetable shortening 
was increased 0.75 cents a pound 
in line with higher raw material 
costs—but this was the first in- 
crease for such products in 15 
months. Lard prices advanced to 
their highest level since early June 
and then took an unexpected dip 
as the result of liberal profit-tak- 
ing sales and the development of 
weakness in the vegetable oil 
markets. 

In the meantime the cotton mar- 
ket had a similar experience. Early 
in July cotton prices were the 
lowest they had been since No- 
vember 1948, but more active 
trading in August brought an up- 
ward swing. This was due partly 
to a smaller-than-expected do- 
mestic cotton crop, the growing 
prospects of a 90 per cent parity 
loan on the 1950 crop and reports 
of weather conducive to weevil 
damage in the eastern and central 
belts. Passage of the parity loan by 
Congress would probably mean 
adoption of the cotton production 
Control bill as well. This would 
establish a minimum acreage al- 
lotment of 21,000,000 acres. 

One factor, however, tended to 
give assurance that cotton prices 
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will not rise dramatically. The De- 
partment of Agriculture an- 
nounced August 1 that the 1949 
average loan rate for middling 
15/16-inch cotton will be 29.43 
cents per pound compared with 
30.74 cents last year. The rate was 
based on 90 per cent of parity as 
of August 1, while last year it was 
based on 92.5 per cent of parity. 
Livestock prices continued to be 
mixed as hogs declined slightly 
and steers advanced to $25.88 in 
early September, the highest since 
January. Wholesale butter prices 
advanced 1.5 to 2.5 cents a pound 
on the New York Mercantile Ex- 


change and Chicago spot prices 
were up 0.5 to 1.25 early in August, 
reflecting the news that the De- 
partment of Agriculture had ad- 
vanced its support price for butter 
three cents a pound effective im- 
mediately. 

Thus the business slump—after 
10 months of uncertain ups and 
downs—neared its end and prob- 
ably will go on record as one of 
the shortest and least painful of 
all declines. Economists will have , 
difficulty in finding reasons behind © 
the recovery they predict for they, 
as well as many others, did not 
expect a business upturn so soon. 











Fuller Fiber Brooms represent outstanding val- 


ues because they outwear ordinary brooms at 


least FOUR to ONE. The longer life reduces your 


daily cleaning costs substantially. For economy 


Fuller is your best broom-buy. 





Phone your local Fuller 
Branch Office or write 


INDUSTRIAL DIVISION, 3564 MAIN ST. 


HARTFORD 2, CONN. 


IN CANADA: FULLER BRUSH COMPANY, LTD., HAMILTON, ONTARIO 
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¢ SHEET WADDING ¢ CREPE PAPER 
e WOOL FELT ¢ STOCKINETTE 


in Orthopedic Casts 


You have never 

seen a material 

like this... you. 
have never felt 

a material like 
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The First and Only True, Non-Woven, All-Cotton Felt PS 

los’ 

* reli 

( writy ORTHOPEDIC BANDAGE : 
U chi 

REG.U.S. PAT OFF wa 

there is no other material like it! This rev- | who have used it experimentally. The fabric in this ms 
\ olutionary bandage material, a new non-woven, . new bandage is an entirely new material—devel- ane 
all-cotton felt long believed impossible to man- oped after years of testing and research by The pre 
ufacture, is considered indispensable by surgeons Kendall Company. nan 
MANY ADVANTAGES FOR USERS ts 

1. Strength—holds together, wet or dry. Time and Moneysaving Uses: ie 
2. Conformability—adjusts to body contours, no wrinkling. e rectal dressings eye pads dev 
3. “Cling” or Cohesiveness—adheres to itself, cannot delaminate. e colostomy care e fluffs exte 
4. Elasticity — provides valuable support; not just bulk. e bandaging e sponging acti 
5. Ease of Application—simple, quick, lint-free. e vaseline dressings of | 
6. Smooth, yet Non-skid—ideal surface over which to apply plaster. e many other uses in Out- T 
7. Durability —does not wad or bunch up under cast. Patient and Emergency in 5 
8. Absorbency—skin condition is protected... does away with many Departments in 1 
skin problems. Pub 

9. Porous—feels snug, yet “live” —air can circulate. ile Woot Gailey Memrecemnsive cha: 
10. Easy to Cut—cast removal is an easy, clean job. To Demonstrate .. « gra 
11. Non-shrinkage—does not get tighter after moistening. tha: 
12. No Waste—odd lengths can be used for padding, stay where placed. ami 
find 

e A product of oe 
(NS ao ee ( , it i= 
Division of The Kendall Company, Chicago 16 Ur a4 j to « 
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Changes that mean progress in 


the tuberculosis crusade 


HEN TUBERCULOSIS associa- 

tions were first organized, the 
major emphasis was placed on the 
importance of making patients 
comfortable because before long 
they undoubtedly would die. One 
bed per annual death was deemed 
sufficient in the era of open-air 
schools, freezing and overfeeding 
the patients, the ‘modern health 
crusade” and many other activities 
long since considered obsolete.* 

At that time most local tubercu- 
losis associations provided direct 
relief for patients, while concen- 
tration on tuberculosis among 
children was general. This, then, 
was the first battle line. 

The second phase was repre- 
sented by adoption of a broad ed- 
ucational campaign for control and 
prevention of the disease. This 
second battle line brought increas- 
ing emphasis on hospital facilities 
(segregation of patients with active 
disease, better means for diagnosis, 
development of thoracic surgery, 
extension of public health nursing 
activities and improved standards 
of living). 

The last war—with it, a change 
in psychologic attitudes — ushered 
in the era of mass case finding. 
Public and private agencies in 
charge of tuberculosis control pro- 
grams assumed an active rather 
than passive attitude. They ex- 
amined the healthy population to 
find unsuspected cases instead of 
waiting for symptoms that would 
appear when it was often too late 
to e‘fect a cure. 

ring the last decade when this 
s review is adapted from a discussion 

Piogress made in the control of tuber- 

by Mary Dempsey, statistician, Na- 


“' Tuberculosis Association, in the 
Virginia Medical Journal for April 
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third phase has been in evidence, 
hospital and diagnostic facilities 
have been augmented and im- 
proved still further; the compre- 
hensive health education program 
has gone into a higher gear; reha- 
bilitation activities have reduced 
the number of relapses and con- 
sequent readmissions to hospitals; 
additional county public health 
units have been organized, as well 
as many more local tuberculosis 
associations; chemotherapy has 
come into the fore; greatly in- 
creased appropriations for the 
tuberculosis program have been 
made available for the Public 
Health Service, Veterans Admin- 
istration, Office of Vocational Re- 
habilitation and many state health 
departments. 

Today we have in sight a fourth 
battle line toward which several 
states already are advancing. This 
phase represents the eradication of 
tuberculosis altogether. At this 
time, 10 states have annual tuber- 
culosis death rates below 20 per 
100,000 population; of these, six 
have rates below 15. At the present 
rate of decline, tuberculosis mor- 
tality rates in the United States 
probably will drop to about 10 or 
12 per 100,000 population by 1960. 

Two problems remain unsolved: 
(1) Provision of additional hospi- 
tal beds and (2) the reluctance of 
patients with active disease to 
accept hospital care. Despite the 
general availability of free hospi- 





The Medical Review department is 
edited by Charles T. Dolezal, M.D., 
secretary of the Council on Profes- 
sional Practice. 





tal care, patients often object to 
entering public institutions because 
of their preference for private 
hospitals and treatment by private 
physicians. 

In 1947 the American Hospital 
Association published the manual 
on management of tuberculosis in 
the general hospital and recom- 
mended the establishment of tu- 
berculosis facilities in general hos- 
pitals. The elimination of tuber- 
culosis may be tied closely to 
acceptance of these and other 
noteworthy recommendations. 


Postanesthesia unit 


One of the recent advances in 
the care of the surgical patient is 
the postanesthesia unit or recovery 
room. Its advantages are numer- 
ous. The patient is assured of a 
safer and more satisfactory recov- 
ery from anesthesia. Nurses who 
are especially trained to recognize 
early symptoms of undesirable 
complications of anesthesia and 
surgery maintain continuous ob- 
servation of patients. 

In the recovery room, apparatus 
and supplies are concentrated in 
one location to meet any emergen- 
cy. Oxygen therapy is available to 
combat hypoxia. Insipient shock 
states are recognized early and ac- 
tively treated. Gross postoperative 
bleeding can be recognized early 
and, for the most part, the pa- 
tient’s postoperative requirements 
for fluid therapy may be met be- 
fore he leaves the unit. 

The advantages to the hospital 
also are many. Nurses and supplies 
to care for postoperative patients, 
for example, are not duplicated 
throughout the hospital. The vari- 
ous nursing floors are relieved of 
the burden of caring for these pa- 
tients, allowing routine nursing 
care to be carried on more effi- 
ciently. Outpatients who require 
minor surgical procedures under 
general anesthesia need not occupy 
hospital beds. Relatives of the pa- 
tients and other patients in wards 
are relieved of the distressing 
sights and sounds associated with 
recovery of patients from anes- 
thesia. Likewise, since the post- 
anesthesia unit is located adjacent 
to the operating rooms, patients 
recovering from anesthesia are not 
seen in halls and elevators of the 
hospital as they are returned from 
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surgery to their respective rooms. 

The types of patients sent to the 
postanesthesia unit include all 
those who have received general 
anesthesia and those (regardless 
of the type of anesthesia they have 
received) whose condition war- 
rants close observation for a num- 
ber of hours during the early post- 
operative period. Patients who 
have undergone some types of 
surgery—such as spinal fusions or 
surgery for cataracts—are not sent 
to the unit since it is preferable to 
move them as little as possible. 

Children are returned directly 
to pediatrics because the inclusion 
of these patients would overtax 
the facilities available. The pedi- 
atric service usually carries a 
higher compliment of nurses. 

In summarizing advantages of 
the postanesthesia unit in Anes- 
thesia for May 1949,* Doctors C. 
D. Anderson and E. M. Miller of 
the departments of anesthesia and 
surgery of Presbyterian Hospital, 
Chicago, cite two problems. 

First, relatives of the patient 
continue to express anxiety, even 
though they have been warned 
that the patient will be detained 
for a certain time following opera- 
tion. This is essentially a minor 
objection which may be alleviated 
by periodic reports of the patient’s 
condition to the relatives. Second, 
the operation of a postanesthesia 
unit represents additional cost to 
the hospital though a part of its 
expense is offset by saving in the 
cost of postoperative nursing care 
which would otherwise be pro- 
vided by the regular nursing staff. 


Criteria for drugs 


An important responsibility of 
the hospital pharmacy or thera- 
peutics committee is to prepare 
and periodically revise a hospital 
formulary which will contain se- 
lected therapeutically effective 
drugs. The formulary should re- 
flect the modern teachings of phar- 
macotherapeutics and present a 
listing of drugs that should be the 
optimum in drug therapy. 

In brief, the hospital formulary 
serves three distinct purposes: (a) 
As a means of setting standards 
for prescribing drugs for outpa- 

*See also, “Planning a Recovery Room 
for Adequate Postoperative Care” by H. G. 
A. Charbon, M.D., and H. M. Livingstone, 


i in Hospitats for August 1949, pages 
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tients and for ward patients: (b) 
as a guide for the medical staff in 
providing rational drug therapy 
for private inpatients; (c) as an 
aid in the teaching of medical 
students and student nurses. 

To implement these purposes, 
the following rules have been sug- 
gested in The American Profes- 
sional Pharmacist for April 1949 
for governing the admission of 
drugs to the hospital formulary: 

1. Simple official substances will 
be admitted unless they have be- 
come superfluous. This will include 
those official in the current revi- 
sions of the United States Pharma- 
coepia and The National Formu- 
lary. 

2. No nonofficial drug will be 
admitted, except for controlled 
research, before its therapeutic 
value has been established as de- 
termined by its inclusion in the 
current edition of New and Non- 
official Remedies, or by its provi- 
sional acceptance by the Council 
on Pharmacy and Chemistry of 
the American Medical Association. 
Drugs not admitted to the formu- 
lary, however, may be supplied 
to ward patients and to outpatients 
if paid for by the department 
concerned. 

3. No preparation of secret com- 
position will be admitted. 

4. ‘No preparation which is sold 
under a proprietary name will be 
admitted under such a name if a 
preparation of identical composi- 
tion can be obtained under a non- 
proprietary name. 

5. No mixture of two or more 
active drugs will be admitted un- 
less evidence is submitted that the 
mixture presents therapeutic ad- 
vantages over the simple drug. 

6. Any nonofficial drug may be 
temporarily admitted for con- 
trolled research upon recommen- 
dation of the research committee 
of the hospital staff, providing cost 
of said drug is paid for by the 
department concerned. 

7. Heads of clinical departments 
may request inclusion of a drug 
or preparation in the formulary 
by submitting a request to the 
chairman of the pharmacy com- 
mittee and listing the following 
information: (a) Official title of 
the drug with proprietary titles, 
if any; (b) specific pharmacolog- 
ical action and use of the drug 





which warrants its admission; (c) 
reason why this drug is superior 
to present official formulary drugs; 
(d) drug or preparation that this 
new drug will replace. 

8. Heads of clinical departments 
are to be notified whenever any 
preparation is considered for elim- 
ination from the formulary in 
order that they may submit evi- 
dence for its retention. 

9. At least four members of the 
pharmacy committee of six must 
agree upon the admission of a drug 
to the formulary, or deletion of 
the drug from the formulary, fol- 
lowing which said recommenda- 
tions must be presented to a meet- 
ing of the hospital staff for 
approval. Following such approv- 
al, the drug will be listed with 
those official in the formulary. 


Antiseptics precautions 


Merthiolate, mercurochrome, 
metathen and mercresin—organic 
mercury compounds — may cause 
acute skin inflammation when 
used as antiseptics. The continued 
acceptance of these compounds 
among surgeons preparing the skin 
for operation is attributed by Doc- 
tors L. E. Gaul and G. B. Under- 
wood, skin specialists of Evans- 
ville, Ind., in the Journal of the 
American Medical Association 
(July 9), to the fact that in most 
surgical cases the compounds are 
applied to normal skin. A break 
in the skin, due to infection, burns, 
or scratches may cause trouble. 

Skin inflammation may not de- 
velop immediately, but in persons 
who have become sensitized to a 
particular compound, second use 
of the same compound is likely to 
produce skin inflammation very 
quickly. The inflammation appears 
usually as small blisters around 
the original injury and is often 
considered an infection. Unless the 
role of organic mercury com- 
pounds is known, one of them is 
likely to be used to treat the sup- 
posed infection, which may make 
the trouble worse or prolong it. 

Patch tests similar to those 
given for allergies were made on 
400 patients with skin disease. 
Positive reactions occurred in 40 
per cent (160 patients). The re- 
actions were to the remedies they 
had used. In 56 cases, the offender 
was an organic mercury compound. 
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Doctors, Nurses, Technicians and Pharmacists find it so convenient to have Barnstead Pure Distilled 

Water at point of use. For Barnstead manufactures over 200 different styles and sizes of stills . 

a still for every hospital use .. . so that you have pure distilled water of constant, unvarying quality 
. where you need it . . . when you need it ... and in whatever quantity you require. And in 

every model you get Barnstead unmatched dependability in providing the purest distilled water 

economically and with a minimum of maintenance. Write today for Bulletin 116—Barnstead’s Special 


Hospital Catalog. 


Saboatory 


Illustrated at left is Type Q single still producing two gallons 
per hour of distilled water free from organic and inorganic 
solids, bacteria and dissolved gases. It is water of the highest 
purity that can be obtained from a single distillation. Ideal 
for laboratory and research work. 


In the Pharmacy most hospitals use the Barnstead Type Q still, 
model SMQ-5V, producing 5 gallons of pure distillate per hour. 

A valuable accessory is the Pyrex Storage Tank for either collecting 
or dispensing water. Easy to keep clean and sterile. Fitted with 
Pyrex stopcock and distillate inlet. Capacity — 12 gallons. 


Centeal Sy 


In the Central Supply where there is 
greater continuing demand for distilled 
water most hospitals now use the Barnstead 
Type Q Single Still. Shown here is a 10 
gallon per hour model used with 12 gallon 
Pyrex Tank, or with metal tanks of larger 
capacity as required. Other Type Q Stills 
with 15, 20 and 30 gallon per hour capacity. 
And for hospitals that prefer multiple 
distillation, Barnstead offers a complete 
line of double and triple stills. Illustration 
at right shows 20 gallon per hour triple still 
with 100 gallon storage tank. 
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Trends in the growth of national 


social security programs 


GROWTH AND TRENDS IN SOCIAL SE- 
CURITY. Earl E. Muntz. 189 pp. New 
York City: National Industrial Con- 
ference Board, Inc. 1949. $1.50. 


HE STUDY IS a source book of 
ME disisibtine and authentic in- 
formation for the layman as well 
as for the teacher and technical 
expert in social security trends. It 
is written in nontechnical language 
and weaves together the social se- 
curity developments in the United 
States and other countries with 
the significant industrial and eco- 
nomic changes which contributed 
to the development of national 
social security programs. 

The study traces the beginning 
of unemployment insurance. The 
author analyzes the concept of 
public relief originally inherent in 
this form of social security and 
shows the changes in its purpose 
and objections as evidenced in the 
present day federal and state sys- 
tems of unemployment insurance 
in the United States. 

Workmen’s compensation is 
treated fully from its beginnings 
at the time of the industrial revo- 
lution through current federal and 
state laws. 

Health insurance is discussed in 
detail against a background of ex- 
perience in European countries and 
as it has developed in the United 
States. The concept of government 
responsibility for the health of its 
people is used for the basis of this 
analysis. It describes public as- 
sistance programs and covers cash 
disability, medical and hospitaliza- 
tion insurance. There is a full dis- 
cussion of the existing voluntary 
prepayment plans as well as the 
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proposed federal compulsory 
schemes which have been debated 
in Congress during the past few 
years. 

Old age assistance, child care 
programs, assistance for the blind 
and vocational rehabilitation are 
analyzed in some detail. 

The study is concluded with a 
critical analysis of the extent and 
trend of the nation’s social security 
program in its broad aspects. A 
set of five underlying principles 
which should guide the develop- 
ment of social security proposals 
is suggested. 

The author concludes that com- 
pulsory social insurance should be 
restricted to those areas where 
private initiative has revealed in- 
capacity to satisfy a pressing social 
need, and that private agencies, as 
well as governments, should en- 
courage individual and family self- 
protection. It is suggested that 
private savings be encouraged and 
that these be recognized as an im- 
portant supplement to voluntary 
or compulsory social security for 
our type of private enterprise 
economy. 

Basic to the whole social security 
system, the author concludes, is 
the tendency of broad social se- 
curity programs to blunt personal 


initiative and to create a wide- - 


spread feeling of dependency as a 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, !8 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





legal right and to exalt social ;e- 
curity benefits into a_ natiozal 
fetish. — M. J. N. 


Reference dictioncry 


BLAKISTON’Ss NEW GovuLp MeEpicaL 
DIcTIONARY, First EDITION. 1.294 
pp. Philadelphia: Blakiston. 1949, 
$8.50. 

This dictionary was compiled by 
an editorial board and staff of 
more than a hundred contributors. 
It is a completely new reference 
work rather than a revised edition 
of “Gould’s Medical Dictionary,” 
which has been in existence since 
1890. 

Usage has determined the ar- 
rangement of the material. All 
entries, including abbreviations, 
biographical items and eponyms 
are presented in a single inclusive 
alphabetical listing. The illustra- 
tive section—252 illustrations on 
45 plates—has been treated as a 
functional part of the dictionary 
and is cross-indexed from the text. 
More than 130 pages of useful 
tables are included in the appen- 
dix.—H. T. Y. 


Nursing handbook 


ILLUSTRATED HANDBOOK OF SIMPLE 
Nursinc. Wava McCullough, as- 
sisted by Marjorie Moffit, R.N. 239 
pp. New York City: McGraw-Hill. 
1949. 

This nursing handbook is an ex- 
cellent visual aid in the teaching 
of nursing technique. Illustrations 
and procedures are vivid, realistic 
and exemplary of routine nursing 
functions which are performed by 
practical nurses and _ auxiliary 
nursing service workers as well 
as professional nurses. This book 
should be valuable for use by in- 
structors and directors of auxiliary 
nurse programs.—C. T. D. 


Medical education 


TRENDS IN Mepicat Epucation. Edited 
by Mahlon Ashford, M.D. 320 pp. 
New York City: The Common- 
wealth Fund. 1949. $3. 

Members of the Committee on 
Medical Education of the New 
York Academy of Medicine con- 
ducted an Institute on Medical 
Education in April 1947. Six con- 
ferences, corresponding to six spe- 
cific areas in the subject of medical 
education, made up the institute. 
The proceedings of these confer- 
ences, conducted as round tabie or 
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panel discussions followed by open 
discussion, form the contents of 
this book. 

Outstanding authorities in their 
respective fields presented the ma- 
terial for discussion at the con- 
ferences. Three of the speakers are 
especially well known to hospital 
people: Dr. Robin C. Buerki, Dr. 
Claude W. Munger and Dr. Dean 
A. Clark. 

The six sections in the report 
cover: Premedical education and 
the selection of medical students; 
undergraduate medical education; 
medical education of interns and 
residents; graduate and post-grad- 
uate training for specialization; re- 
sponsibility of medical schools and 
hospitals in the education of the 
general practitioner; relation of 
group practice and community 
medical services to medical edu- 
cation. 

Hospital administrators and 
members of medical staffs will be 
interested in all of the papers and 
the discussions, but particularly in 
the chapters on the education of 
interns and residents and the re- 
sponsibility of hospitals and 
schools in the education of the 
general practitioner. The concept 
of group practice and its place in 
providing medical care is pre- 
sented in what is perhaps one of 
the best chapters in the book. 


British hospitals 


Your HospiraL; HERITAGE AND Fvu- 
TURE. A. R. J. Wise. 239 pp. Lon- 
don: Heinemann. 1949. 15s. 


_ Internal and external functions 
and relationships of British hos- 
pitals under the National Health 
Services Act are discussed in this 
book meant for persons in the field 
as well as laymen. The author has 
tried to inform persons in one unit 
of the hospital system what other 
units are doing and to interpret 
the hospital story to patients and 
Prospective patients. 

Starting with a history of early 
hospitals, the author describes 
events which led to the develop- 
ment and setup of the national 
health system. Its potentialities 
and handicaps as they look today 
are explored. The author also 
evalu;ites the system as it stands 
today. 


Sev-ral chapters contain fairly 


OCTORER 1949, VOL. 23 





brief descriptions of some medical 
specialties and the relationships 
between doctors, nurses and hos- 
pitals. Discussions of hospital de- 
sign, administration and the work 
of department heads in the coop- 
erative enterprise also are includ- 
ed. 

A number of photographs of 
activities within the hospitals and 
charts showing different phases of 
the British national health service 
are contained in the book.—J.F. 


Prenatal care 


PRENATAL CarE. Children’s Bureau, 
Federal Security Agency, Washing- 
ton, D.C.: Government Printing 
Office. 1949. 15 cents. 

A booklet which directors of out- 
patient departments may wish to 
know about for suggestion to pa- 
tients attending the prenatal clin- 
ics is entitled “Prenatal Care’ and 
recently has been released by the 
Children’s Bureau, Federal Secur- 
ity Agency, in revised form. The 
booklet which first was published 
in 1913, is the oldest of the bu- 


AUUUNNUOUEVTUAEUOUNA ATTA UAA 


Five-year index 


The five-year cumulation 
of the Index to Current Hos- 
pital Literature will be pub- 
lished shortly after the first 
of the year, according to an 
announcement by the staff of 
the Association library. The 
index has been compiled 
semi-annually for the past 
five years and will continue 
to be so published. 

Because of the difficulty of 
using the separate volumes 
as the total number grows, 
the five-year index was 
planned. Most indexes are 
cumulated for periods vary- 
ing from one to 10 years, de- 
pending on the frequency of 
the single issues. 

The five-year index will be 
available to all hospitals and 
other interested agencies and 
individuals as well as to the 
present list of subscribers. 
Complete information will be 
sent to all institutional mem- 
bers of the Association some 
time next month. 







































































reau’s publications for parents. 
The present edition embodies the 
changes in the concept of prenatal 
care, brought about largely because 
of the increased number of births 
in hospitals. The booklet is no sub- 
stitute for medical care, but the 
scope has been broadened in order 
to supplement the advice given by 
the physician. Mental health is dis- 
cussed at much greater length than 
in previous editions. 

Copies may be obtained as fol- 
lows: Single copies without charge 
from the Children’s Bureau; in 
quantity at 15 cents each from the 
Superintendent of Documents, 
Government Printing Office, Wash- 
ington 25, D.C. 


Fund raising 


COMMON SENSE ABOUT FUND RAISING. 
Robert Keith Leavitt. 75 pp. New 
York City: American Book-Strat- 
ford Press. 1949. $2. 


To find out what the American 
people really think about federated 
fund raising, the National Founda- 
tion for Infantile Paralysis engaged 
Charles C. Flarida Jr., Inc. a New 
York organization, to make a con- 
sumer survey. The Flarida re- 
searchers interviewed big business, 
labor, health organization execu- 
tives, 1,000 average citizens of 
Michigan where federated fund 
raising recently has been publi- 
cized and almost 4,000 other per- 
sons in the United States. 

To avoid any prejudice or 
weighting of answers, investigators 
were not told what results were 
desired in this independent versus 
federated fund raising controversy. 

After the survey was completed, 
the author, a public relations con- 
sultant, was requested by the Na- 
tional Foundation to analyze and 
prepare a report on the statistical 
findings. This very readable book is 
the result of Mr. Leavitt’s analysis. 


‘Hospital fund drives are not con- 


sidered specifically, but much 
fund-raising psychology is re- 
viewed interestingly. A_ stirring 
plea for independent fund raising 
is made and logical answers given 
to arguments for “super funds.” 
Although of primary interest to 
those engaged in health and wel- 
fare work on a national scale, any- 
one who has participated in a 
fund-raising campaign can read 
this book to advantage.—H.T.Y. 
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f i and French Double Seams! 
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in a Surgeons’ Operating Gown | 
cay =mane of Rhoads’ famous 


“CORDENE’ 


SANFORIZED SHRUNK 


Here’s a surgeons’ operating gown that combines the extra comfort 
and freedom of movement of a raglan cut sleeve, with the 
extra durability of French double seams! 


Laboratory tests prove that these comfortable flat double séams will not 

tear out. That’s because they are so very much stronger than the fabric itself. 
With the cheaper single seam a gown is held together by a single thread 

and therefore the seam breaks or the fabric tears out long before 


the gown is worn out. 


This extra seam strength and the superior wearing qualities of famous 
“Cordene”’ (the fabric that is 30% stronger than Jean Twill in the weaker 
direction) mean greatly increased wear and washability. The savings 





















in repair and replacement they will bring you make the new 
Double Seam Raglan Surgeons’ Gowns the most economical you can buy. 
Made in our own factory and sold direct. 


Extra —— at back closing to insure 


Hdditional absolute sterility. 


With or without stockinette cuffs. 
Strong reinforced belt. 
Features Generous cut throughout with extra long sleeves. 


Medium and large sizes. 





These gowns cost more to make—but a lot less to use at manufacturer's prices. 
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IMMEDIATE DELIVERY 


or any delivery up to four months with prices guar- 







anteed. If you’d rather phone your order, don’t hesitate 






to reverse the charges. The number is WAlnut 2-8922. 
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CHARLES K. SHIRO, administra- 
tor of the City Memorial Hospital 
at Winston-Salem, N. C., since 
1947, has resigned effective Octo- 
ber 15. Before going to Winston- 
Salem, Mr. Shiro was administra- 
tor of the Spartanburg (S. C.) 
General Hospital. Prior to that he 
was superintendent of Citizens 
General Hospital at Kensington, 
Pa. 

Mr. Shiro is a member of the 
American Hospital Association, the 
American College of Hospital Ad- 
ministrators and is a past president 
of the South Carolina Hospital 
Association. 





LYLE HoRTON has been appointed 
manager of the Kahler Hospital, 
Rochester, Minn. He was assistant 
manager of the Colonial Hospital 
at Rochester. Mr. Horton succeeds 
FreD A. MENK who will become 
assistant administrator of the 
George Washington University 


Hospital at Washington, D. C. 





FRED M. WALKER JR., now is 
taking his year of administrative 
residency at James Walker Me- 
morial Hospital, Wilmington, N. C. 
Mr. Walker graduated from the 
School of Business at Duke Uni- 
versity last June. 





SISTER M. STEPHANIE, adminis- 
trator of Loretto Hospital, Chicago, 
has been succeeded by SISTER M. 
DOROTHEA. Sister Stephanie has 
entered St. Louis University to 
work toward her degree of master 
of hospital administration. 





FREDERIC R. VEEDER, associate 
director of Barnes Hospital, St. 
Louis, and instructor in the hospi- 
tal administration course at Wash- 
ington University, resigned Sep- 
tember 1. A member of the Amer- 
ican Hospital Association, he is 
the new administrator of the West 
Nebraska Methodist Hospital at 
Scottsbluff. Mr. Veeder succeeded 
Rev. E. F. PENGELLY at Scottsbluff 
and HARRY E. PANHORST, formerly 
an assistant director at Barnes 
Hospital, has succeeded Mr. Veed- 
er, 


‘Stennett vissiteeametinmnnceninni 


Harotp R. CATHCART has been 
appointed administrative assistant 
of Pennsylvania Hospital at Phil- 
adelphia. Mr. Cathcart completed 
the course in hospital administra- 
tion at the University of Toronto 
and served his administrative res- 
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idency at Blodgett Memorial Hos- 
pital, Grand Rapids, Mich. and at 
the Hillsdale (Mich.) Community 
Health Center. 





Morris N. THRONE, controller of 
Sinai Hospital of Baltimore for the 
past eight years, has been appoint- 
ed assistant director of the hospi- 
tal. R. CARROLL GRANGER, who has 
been office manager at the hospi- 
tal, will become controller. Both 
are members of the American Hos- 
pital Association. 


HHT 


RALPH R. HOBART, assistant ad- 
ministrator of Iowa Methodist 
Hospital at Des Moines since 1943, 
has been named 
administrator of 
the Ransom 
Memorial Hos- 
pital, Ottawa, 
Kan. Mr. Ho- 
bart had been 
with Iowa 
Methodist Hos- 
pital in various 
capacities since 
1919. A mem- 
ber of the 
American Hospital Association and 
the American College of Hospital 
Administrators, he was the first 
secretary of the Hospital Service, 
Inc., of Iowa. 








ELIZABETH COLLINS has been ap- 
pointed director of occupational 
therapy at the State University of 
Iowa Hospitals at Iowa City. Miss 
Collins formerly was vice presi- 
dent of the Massachusetts Associa- 
tion of Occupational Therapy and 
now is the secretary of the house 
of delegates of the American Oc- 
cupational Therapy Association. 





Dr. RALPH S. METHENY, chief of 
professional services at the Vet- 
erans Administration Hospital, 
Louisville, has been appointed 
manager of the 200-bed hospital 
under construction at Altoona, Pa. 
The hospital is scheduled for com- 
pletion sometime in November. 
Another appointment in the Vet- 
























































erans Administration is that of Dr. 
LEE D. Capy. Dr. Cady, acting man- 
ager of the veterans’ hospital at 
Dallas, has been appointed per- 
manent manager of that hospital. 





LOULA DUNN, commissioner of 
the State Department of Public 
Welfare in Alabama since 1937, 
has been named director of the 
American Public Welfare Associa- 
tion. Miss Dunn has been active in 
the American Association of Social 
Workers, the Child Welfare League 
of America and the American So- 
ciety for Public Administration. 

Miss Dunn began her new duties 
on September 20. In the interim 
period between Howarp L. Rus- 
SELL’S resignation as director July 
1 and* Miss Dunn’s appointment, 
Guy R. Justis of the association’s 
staff was named acting director. 





-L. T. MUIRHEAD, an administra- 
tor with the Saskatchewan Hospi- 
tal Services Planning Commission, 
was appointed general superin- 
tendent of the Saskatoon (Sask.) 
City Hospital. E. V. WALSHAW, act- 
ing head of the hospital, was named 
assistant superintendent. 





Lt. Cot. JAMES T. McGIBony, 
executive officer of Tripler General 
Hospital at Honolulu, Hawaii, left 
the hospital at the end of July for 
Washington for reassignment to 
the surgeon general’s office. Col. 
McGibony went to Honolulu in 
March 1947 to assume command 
of the hospital which was then 
under construction. In June 1948, 
CoL. H. H. TWITCHELL, command- 
ing officer of the old Tripler Hos- 
pital assumed command of the new 
hospital with Col. McGibony as his 
executive officer. 





NORMAN D. BAILEY, formerly 
administrator of the Knickerbock- 
er Hospital, New York City, has 
been named assistant director of 
Michael Reese Hospital, Chicago. 
Mr. Bailey, a member of the Amer- 
ican Hospital Association, was 





95 












business manager of the Lenox Hill 
Hospital at New York City before 
he went to the Knickerbocker Hos- 
pital. 





CHARLES W. CAPRON, secretary 
of the Vermont Hospital Associa- 
tion, resigned September 1 as ex- 
ecutive secretary of the Hospital 
Survey and Construction Commis- 
sion of Vermont. On that date he 
became administrator of the Kerbs 
Memorial Hospital at St. Albans, 
Vt. He is a personal member of 
the American Hospital Association. 





ERNEST M. SABLE has been ap- 
pointed administrative assistant at 
Mount Zion Hospital, San Fran- 
cisco. Mr. Sable, a member of the 
American Hospital Association, re- 
cently completed his year of ad- 
ministrative residency at Beth Is- 
rael Hospital, Boston. He received 
a degree of master of public health 
from Yale University last June. 


HveecveeveeeeneNHeEHHEEHTTEETTETTHL 


JOHN B. RICHARDSON, adminis- 
trative resident at Bishop Clark- 
son Memorial Hospital, Omaha, 
Neb., has been named administra- 
tor of the Armstrong County Hos- 
pital, Kittanning, Pa. Mr. Richard- 
son received his master’s degree in 
hospital administration from Wash- 
ington University at St. Louis, last 
June. 





HARRY W. BENJAMIN, superin- 
tendent of Mount Sinai Hospital, 
Philadelphia, has resigned. Mr. 
Benjamin was associated with the 
hospital for 25 years. In 1924, he 
went to Mount Sinai as the pur- 
chasing agent. Six years later he 
was named assistant superintend- 
ent. In 1934 he was appointed as- 
sociate superintendent and in 1939, 
he became the superintendent. 

A past president of the Phila- 
delphia Hospital Association, Mr. 
Benjamin is a member of the 
American Hospital Association and 
the American College of Hospital 
Administrators. 





Dr. WILLIAM KAUFMANN has 
been named fulltime pathologist 
of the Springfield (Mass.) Hospi- 
tal. Well known in the field of 
pathology, Dr. Kaufmann became 
director of the Bingham Associates 
Laboratories of Pathology in 1946. 

In addition to his new position 
at the Springfield Hospital, Dr. 
Kaufmann is consultant patholo- 
gist for the Westfield (Mass.) State 
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Cancer Hospital, the Northampton 
(Mass.) State Hospital and the 
Shriners’ Hospital for Crippled 
Children at Springfield. 





Leroy N. MACKENNEY has been 
appointed administrator of the 
Sister Elizabeth Kenny Institute 
at Minneapolis. Mr. MacKenney 
served in the hospital corps of the 
Navy and has done biological re- 
search at the Ay ackson Memorial 
Laboratory, Bar Harbor, Maine. 

He received his master’s degree 
in hospital administration from the 
University of Minnesota last June 
after serving an administrative 
residency at the Lowell (Mass.) 
General Hospital. 

Dr. S. R. SELJESKOG, the former 
superintendent, now is giving his 
full time to the professional care 
of polio patients. 





ROBERT N. BROUGH now is di- 
rector of the Holston Valley Com- 
munity Hospital at Kingsport, 
Tenn. Mr. Brough, a member of 
the American Hospital Association, 
resigned in July 1948 as adminis- 
tratot of the Norwalk (Conn.) 
Hospital. 





DONALD BAILEY, formerly a field 
representative with the Bureau of 
Hospitals, California Department 
of Public Health, is the new ad- 


ministrator of the Casita Hospital 


at Indio, Calif. 





Dr. LEIGH J. CROZIER, superin- 
tendent of the Victoria Hospital at 
London, Ont., has resigned to be- 
come director of Hermann Hospi- 
tal at Houston, Texas. Dr. Crozier, 
a nominee of the American Col- 
lege of Hospital Administrators, 
succeeds R. OSWALD DAUGHETY 
who resigned recently. 
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Deaths 








Dr. IRVIN ABELL, president of the 
American Medical Association in 
1939 and president of the Ameri- 
can College of Surgeons in 1947, 
died August 28. Dr. Abell was on 
the faculty of the University of 
Louisville (Ky.) for nearly 49 
years. He retired in 1947 as pro- 
fessor emeritus of clinical surgery. 

Dr. Abell was a fellow of the 
American College of Surgeons. In 
addition to being president of the 





college in 1947, he was chairman 


of the board of regents since 1939 


and also was chairman of the 


executive committee. 





Dr. FREDERIC A. WASHBURN, 
president of the American Hospital 
Association in 1913, died August 
20. Dr. Wash- 
burn had been 
active in the 
field of hospital 
administration 
since 1899. At 
that time he be- 
came assistant 
director of the 
Massachusetts 
General Hospi- 
tal at Boston. In 1908 he became 
director of the hospital, a position 
he held until 1934. Under Dr. 
Washburn, Massachusetts General 
underwent its greatest period of 
expansion. 

From 1934 to 1937 he served as 
city commissioner of hospitals’ for 
Boston. He was director of the 
Cambridge (Mass.) Hospital from 
1937 to 1940, and for the next sev- 
en years was consulting director. 

Dr. Washburn served with the 
Army Medical Corps in the Span- 
ish-American War and World War 
I. He was in charge of American 
hospitals in England during World 
War I and was decorated by the 
American and British governments. 

Dr. Washburn was an honorary 
fellow of the American College of 
Hospital Administrators and re- 
ceived the American Hospital As- 
sociation’s Award of Merit in 1941. 








WILLIAM J. RICHARDS, superin- 
tendent of the Greenwood (S.C.) 
Hospital died August 1. A member 
of the American Hospital Associa- 
tion, Mr. Richards went to the 
Greenwood Hospital in 1946. Be- 
fore that he was business manager 
of the Migratory Health Associa- 
tion with headquarters at West 
Palm Beach, Fla., and administra- 
tor of the Migratory Labor Hospi- 
tal, Belle Glade, Fla. 





Dr. HUMBERTO GARCES died dur- 
ing July. A native of Ecuador, Dr. 
Garces completed the academic 
year of the course in hospital ad- 
ministration at Columbia Univer- 
sity in June and had returned to 
Ecuador to take his administrative 
residency. He was in the United 
States on a scholarship from the 
Institute of Inter-American Af- 
fairs. 
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ONE OF the heaviest early registrations in 
Association history kept clerks busy on the 
first morning of the fifty-first convention. 


vention is to take stock of 
what has happened since the last 
one. Much happened between At- 
lantic City in 1948 and Cleveland 
late last month, but to the extent 
that such things can be identified, 
the most notable change apparent 
at Cleveland was this: The volun- 
tary hospital system had regained 
some of its old self-assurance that 
it could supply the public’s vast 
new demand for adequate service. 
No one on the Cleveland pro- 
gram produced a quick and easy 
formula for achieving this, but the 
discussion had an optimistic note. 
These are some of the signposts: 
—In discussing organized labor’s 
needs, Harold W. Bost, assistant 
director of the U. A. W., C.I.O. 
social security department, pro- 
posed that labor, management and 
the health professions work out a 
Solution among themselves. In 
what is thought to have been the 
first such public proposal offered 
by a union spokesman, Mr. Bost 
Said that Blue Cross or similar 
Service organizations could provide 
the health services demanded by 
labor. This contrasts sharply with 
the earlier almost unanimous union 
Stand in support of compulsory 
health: insurance. 
—Two nationally known speak- 
ers from outside the hospital field 


O* PURPOSE of an annual con- 
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Report on the fifty-first 


ANNUAL CONVENTION 


The largest meeting in Association history 
convened at Cleveland September 26-29 


endorsed the Association’s three- 
point program for voluntary hos- 
pital care. Marshall E. Dimock, 
Ph.D., political scientist, and Mrs. 
Agnes Meyer of the Washington 
Post advocated Blue Cross and 
Blue Shield as the instruments for 
providing health coverage for the 
nation. 

—It was announced that Blue 
Cross Health Service, Inc., the 
agency through which national 
contracts of uniform coverage 
could be sold, had been approved 
by the Illinois State Insurance 
Commission. 

—Eli Ginzberg, Ph.D., director 
of the New York State Hospital 
Study, revealed that results of the 
survey of hospital and hospitali- 
zations in New York State would 
be ready for release soon. This 
study will turn up some necessary 


and long-needed information on 
medical indigency. 

—Joseph G. Norby, immediate 
past president, announced that 
sufficient funds for the Associa- 
tion’s long-range study of hospital 
finance now seemed to be assured. 

In the back of the minds of con- 
vention participants were a num- 
ber of other developments: The 
American Medical Association’s 
active campaign against health in- 
surance, which was announced 


_ within the past year; the defeat of 


the national administration’s pro- 
posal for a cabinet Department: of 
Welfare; the Senate passage of the 
amendments to the Hill-Burton 
act and the aid to education bill— 
both necessary’ prerequisites to 
making the voluntary system 
function more adequately; the 
resolution approved by the Amer- 
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A SPECIAL guest at the federal hospitals luncheon was Rear Adm. Claude A. Swanson, Navy 
Surgeon General (left). Dr. Raymond B. Allen (right), director of the Office of Medical 
Services of the Office of the Secretary of Defense, spoke before the luncheon gathering. 


ican Association of Nurse Anes- 
thetists, which is reported to be the 
first nursing organization to go on 
record as opposed to compulsory 
health insurance. 

Two other high points of the 
Cleveland convention were the 
7,500 approximate attendance 
which makes the fifty-first conven- 
tion the largest in Association his- 
tory, and the formal approval by 
the House of Delegates of by-law 
amendments which establish the 
national women’s auxiliary as part 
of the Association. 

Association members went home 
from Cleveland in an encouraged 
state of mind. They were aware 

*that the complete formula for sup- 


plying necessary hospital service 
through voluntary effort had not 
been found nor the threat of gov- 
ernment control dispelled. But 
they had been exposed to a con- 
siderable volume of evidence that 
one corner had been turned. 


PROVIDING HEALTH SERVICE 

The primary problem of Amer- 
ican hospital administrators today 
—that of finding an answer to pro- 
viding health services at a price 
patients can afford to pay—was 
discussed at some time at four of 
the six general convention ses- 
sions. Speakers described how 
compulsory systems work in other 
nations, political and economic fac- 


tors behind the present demand 
for adequate facilities and care, 
and ways to solve the problein 
while maintaining the voluntary 
system. 

Mr. Bost, who spoke at the first 
general session, had a specific solu- 
tion to offer through use of Blue 
Cross. According to Mr. Bost, the 
unions have two approaches to the 
problem. These are through legis- 
lation and through collective bar- 
gaining. 

The unions will try collective 
bargaining first, he said, and he 
called the present proposal “a 
unique opportunity for labor, man- 
agement and the health profes- 
sions to sit down together and de- 
cide how hospital and medical 
service can fF. ~* be provided.” 

Blue Cross and Blue Shield were 
suggested by other convention 
speakers as the agencies through 
which national health coverage 
could be obtained. One of these was 
Mrs. Meyer, who also warned the 
audience that “this problem of a 
nationwide health program is a 
question on which every responsi- 
ble citizen must take a stand, for 
the answer to it will affect not only 
our own destiny but that of the 
whole world.” 

Senator Lister Hill of Alabama, 
an honorary member of the Asso- 
ciation as well as a co-sponsor of 
S.1456, the voluntary health insur- 
ance bill, also called Blue Cross 
the logical agency to provide 


AN OVERFLOW audience packed the audi- 
torium for the opening session on Monday. 
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health care. This proposed legis- 
lation, according to Senator Hill, 
would encourage voluntary enroll- 
ment in Blue Cross and Blue 
Shield plans, would allow insur- 
ance deductions from the pay of 
federal and other governmental 
employees, and would set up a 
system through which the medi- 
cally indigent could be protected. 
Dr. Ginzberg, who spoke at the 
closing convention session, gave 
Association members some facts 
and figures on how the present sys- 
tem is working and some ideas of 
what he thinks is needed to make 
the voluntary system continue. 


He now is at work on a report of 
hospitals and hospitalization in 
New York State. The purpose of 
this study is to find out exactly who 
are the medically indigent and 
what can be done about them. 
This probably is the most thor- 
oughgoing attempt yet made to 
measure the hurdle that confronts 
all planning for the nation’s health. 

Study findings in New York 
State, according to Dr. Ginzberg, 
will be fairly typical of conditions 
in from 25 to 35 of the wealthier 
states. 

In New York State as a whole, it 
was found that of the $400,000,- 
000 spent annually on hospital care 
of all kinds, the patients them- 
selves pay 53 per cent, the govern- 
ment agencies 49 per cent, and 
charity 8 per cent. 

There was a noticeable differ- 
ence in metropolitan and non- 
metropolitan areas. With respect 
to general hospital care only, the 
$255,000,000 spent annually in 
metropolitan districts is divided in 
this way: Patients themselves pay 
72 per cent, government pays 20 
per cent and charity pays 8 per 
cent. In upstate New York the costs 
are divided as follows: Patients, 84 
per cent; government, 8 per cent; 
charity, 8 per cent. 

The big question, Mr. Ginzberg 
said, is how. to take care of the 
medically indigent, which would 
include everyone except patients 
who pay their own way. He sug- 
gested three solutions: 

First, reasonable laws to allow 
adequate rates of payment for gov- 
ernment patients must be enacted. 
Such laws have been passed in 
New York State. 
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SPEAKERS at the Tuesday afternoon session were (left) Dr. F. D. Mott, chairman 
of the Health Services Planning Commission of Saskatchewan; Dr. A. Leslie Banks, 
formerly a principal medical officer of the British Ministry of Health, London, 
and Dr. J. M. Hershey, the hospital insurance commissioner for British Columbia. 


Second, package coverage by 
Blue Shield plans is needed for the 
self-paying patient, and the med- 
ical profession must raise the pres- 
ent ceiling on full coverage to in- 
clude persons earning considerably 
more than $2,500 a year. 

Third, diagnostic services must 
be available on a prepay basis. At 
present the patient cannot get ade- 
quate diagnostic service without 
entering a hospital. This is incon- 
venient for the patient, wasteful of 
hospital beds, and costly to Blue 
Cross when such patients are 
subscribers. 

The necessity for more diagnos- 
tic facilities also was discussed by 
Dr. Paul B. Magnuson, chief med- 
ical director of the Veterans Ad- 
ministration, who talked at the 
Wednesday afternoon session. Dr. 
Magnuson presented his own plan 
for providing better diagnostic 
care through voluntary rather than 
compulsory methods. 

On the general subject of com- 
pulsory versus voluntary health 
service, Mr. Dimock, speaking at 
the opening session, listed three 
alternative approaches. These are 
inaction or standing by while gov- 
ernment takes over, emotional 
opposition to help from the gov- 
ernment which would not accom- 
plish anything constructive, and a 
uniting of forces in a program of 
cooperation. 

Mr. Dimock, who believes hos- 
pitals have adopted the third alter- 
native, suggested that administra- 





tors now have two jobs: Get the 
facts about what is needed, then 
work out a program to accomplish 
that end. 


COMPULSORY SYSTEMS 


Persons attending the conven- 
tion heard about how compulsory 
plans were working in Great Brit- 
ain, British Columbia and Sas- 
katchewan. The Tuesday after- 
noon general session was devoted 
to explanations of these plans. 

The oldest of these three is the 
Saskatchewan plan, which has been 
in effect since 1947. “The program 
has been almost universally pop- 
ular,” Dr. F. D. Mott, chairman of 
the Saskatchewan Health Services 
Planning Commission, said. 

In evaluating what the program 
has meant to hospitals, Dr. Mott 
said, ‘Prior to the introduction of 
our program, Saskatchewan hos- 
pitals were in much the same 
financial dilemma as other hos- 
pitals in Canada and the United 
States. There is not only 
assured payment for practically all 
admissions, but we feel that our 
payment policy based on the cost 
of efficient operation of each hos- 
pital is a major step in meeting the 
problem.” 

In the Saskatchewan plan, ac- 
cording to Dr. Mott, the adminis- 
trator and trustees are relieved of 
financial worry and are free to de- 
vote their time to consideration of 
maintenance of high standards. In 
Saskatchewan, he said, a serious 
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operating deficit is a thing of the 
past. 

The British Columbia plan was 
discussed by Dr. J. M. Hershey, 
hospital insurance commissioner 
for that province. He explained 
that the system was finally enacted 
because operating costs continued 
to rise beyond income, personnel 
problems increased and the needs 
of both individual citizens and the 
hospitals had to be met. 

Dr. Hershey gave two basic re- 
quirements of a compulsory plan: 
(1) To provide insurance benefits 
for everyone, and (2) to establish 
enough hospital facilities. 

The British National Health 
Service Plan, for which every 
worker in Great Britain pays 
taxes, was the third compulsory 
system discussed. Dr. A. Leslie 
Banks, formerly a principal med- 
ical officer for London, told the 
audience that there are many snags 
in the system. These included a 
shortage of hospital beds when the 
program was initiated, the diffi- 
culties of agreement with doctors 
on terms and conditions of service, 
the cost of the system which was 
much higher than originally antici- 
pated, and the heavy pressure on 
administrators through the great 
and sudden expansion in volume 
of service. 

Beneficiaries in Britain total 
41,000,000, and Dr. Banks said it 
already is a permanent part of 


MEMBERS OF THE Board of Trustees met on the Saturday preceding the convention. Present 
were (seated left) the Rt. Rev. Msgr. John J. Healy, President Joseph G. Norby, Stuart K. 


British national life. He empha- 
sized this point by declaring that 
“it has come to stay; there is no 
turning back.” 

Members of a five-man panel 
offered criticisms of the compul- 
sory systems in operation and eval- 
uated their relationship to the vol- 
untary system in the United States. 
It was agreed generally that this 
nation of almost 150,000,000 citi- 
zens cannot be compared with any 
of the areas where compulsory in- 
surance is in effect. 


ADMINISTRATION OF HOSPITALS 
Two convention sessions were 
devoted specifically to means of 
improving hospital administration. 
One of these was the Tuesday 
morning meeting when the func- 
tions of ten major hospital depart- 
ments, as they are related to the 
administrator, were discussed. 

Speakers at this session stressed 
the administrator’s responsibility 
to delegate authority to depart- 
ment heads and at the same time 
not lose touch with departmental 
procedures. 

The importance of the employee 
within the department was dis- 
cussed by these speakers as well as 
persons who addressed the Thurs- 
day morning session on organiza- 
tion and supervision within the 
hospital. 

Several ways to improve per- 
sonnel relations were listed by 


Hummel, F. Ross Porter, Graham L. Davis; (standing left) Executive Director George Bugbee, 
Dr. James A. Crabtree, Dr. Charles F. Wilinsky, Mildred Riese, R.N., President-Elect John 


N. Hatfield, William L. Coffey, Guy J. Clark and Dr. Arthur C. Bachmeyer, treasurer. 
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speakers at this meeting. These in- 
cluded an atmosphere that makes; 
the worker feel he is part of the 
organization, the establishment of 
channels of communication, the 
recognition of special problems 
and the development of the con- 
ference technique. 

Improvement of hospital care 
and relations with the rest of the 
community were other phases of 
the discussions on administration. 
Some suggestions were: A pro- 
gram of state licensure of hospitals, 
establishment of a regional hos- 
pital council, joint planning and 
co-operation with other organiza- 
tions. Professional and financial 
interdependence were declared im- 
portant in the growth of the hos- 
pital as a community center. 

Mrs. Meyer struck the purpose 
of the administrative discussions 
during the convention when she 
said the key to better hospital care 
was “administrative competence.” 

Small group sessions, divided 
by interest, were conducted on 
Wednesday morning. Nine of these 
meetings were held and convention 
participants were able to choose 
the subject of greatest interest. 


EXHIBITS 


The largest display of hospital 
equipment and supplies exhibited 
at an Association convention was 
visited by convention registrants 
at the Hospital Merchandise Mart 
at the Cleveland Public Audito- 
rium. Almost 270 commercial ex- 
hibits, occupying 420 booths, and 
44 educational exhibits were on 
display. 

The Association’s service center, 
a gathering place for persons at- 
tending the convention, highlight- 
ed the many servicés offered mem- 
ber hospitals. Members of the staff 
were on hand to consult with vis- 
itors, distribute literature and an- 
swer questions. 

The largest educational exhibit 
was that of the federal hospitals. 
The Hospital Division and the 
Division of Hospital Facilities of 
the Public Health Service; the 
medical departments of the Army, 
Navy and Air Forces, the Veterans 
Administration, and the Bureau of 
Indian Affairs cooperated in the 
presentation of this combined ex- 
hibit of federal hospital activities. 
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MR. HATFIELD, president 


LECTON of new officers, ap- 

proval of by-law amendments 
and reports of the nine councils 
and Blue Cross Commission, pas- 
sage of an amendment to the new 
affiliation agreement and adoption 
of several resolutions were among 
actions accomplished by the House 
of Delegates at Cleveland. 

Two sessions of the House were 
conducted. The first was on Sun- 
day, September 25, and the sec- 
ond, which was followed immedi- 
ately by a joint meeting of the 
House and the Assembly, was held 
on Wednesday evening, September 
28. 

ELECTIONS 

Dr. Charles F. Wilinsky, direc- 
tor of Beth Israel Hospital, Boston, 
was unanimously chosen as presi- 
dent-elect of the Association. An 
active personal member since 1928, 
he has completed one year of his 
second three-year term as Associ- 
ation trustee. 

Dr. Wilinsky is well known in 
the public health field. A member 
of the Massachusetts Board of 
Health for more than 20 years, he 
is an active member of many lo- 
cal, national and international 
health organizations. During the 
past year he has served as presi- 
dent of the American Public 
Health Association. A fellow of the 
American College of Hospital Ad- 
Ministrators since 1938, he is a 
lecturer in public health adminis- 
tration at the Massachusetts Insti~ 
tute of Technology. 
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Official business 


House 
of 
Delegates 


The new first vice president is 
Dr. Herbert A. Black, medical di- 
rector of Parkview Hospital, Pueb- 
lo, Colo. William P. Earngey Jr., 
superintendent of the Norfolk 
(Va.) General Hospital, is second 
vice president, and Msgr. Robert 
A. Maher, diocesan director of To- 
ledo, is third vice president. Dr. 
Arthur C. Bachmeyer, director of 
the University of Chicago Clinics, 
was re-elected treasurer. 

Four new members were elected 
to the Board this year. One of them 
—Fred A. McNamara, chief of the 
hospital branch, U. S. Bureau of 
the Budget—will serve the re- 
maining two years of Dr. Wilin- 
sky’s term. Three-year trustees 
are: Arthur J. Swanson, general 
superintendent of Toronto (Ont.) 
Western Hospital; Dr. Frank R. 


A SLATE of new officers was approved by the House on Wednesday. Members of the 


DR. WILINSKY, president-elect 


Bradley, director of Barnes Hospi- 
tal, St. Louis, and O. G. Pratt, su- 
perintendent of Rhode Island Hos- 
pital, Providence. 
Delegates-at-large chosen for 
three-year terms are the Very Rev. 
Msgr. Charles A. Towell, Coving- 
ton, Ky.; L. N. Hickernell, director 


‘of Vancouver (B.C.) General Hos- 


pital; Lawrence Payne, director of 
Baylor University Hospital, Dallas, 
and Frank S. Groner, Jr., adminis- 
trator of Baptist Memorial Hospi- 
tal, Memphis. 

Dr. Peter D. Ward, director of 
Charles T. Miller Hospital, St. 
Paul, and a past president of the 
Association, was named delegate- 


a | 


Committee on Nomination of Officers this year were (left) Dr. Donald C. Smelzer, 
Dr. E. L. Harmon, Grace T. Crafts, Chairman Frank L. Walter and Fred M. Walker. 
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at-large to complete the unexpired 
term of Nellie Gorgas, who died 
earlier this year. 

All officers but the president- 
elect will serve from the close of 
the Cleveland convention until the 
close of the fifty-second annual 
meeting in Atlantic City next year. 
Dr. Wilinsky will take office then, 
and John N. Hatfield, installed as 
Association president at Cleveland, 
will retire. 

COUNCILS 

Reports of the nine Association 
councils and of the Blue Cross 
Commission were presented to the 
House of Delegates in somewhat 
different form at the Cleveland 
meeting. Association activities 
were divided into three major 
classifications: Standardization, 
education and _ representation. 
Each of these classifications was 
considered separately, giving a 
more comprehensive picture of the 
broad program and work of the 
Association. 

Accomplishments of each coun- 
cil under the various classifications 
were summarized for members of 
the House and progress on uncom- 
pleted projects was reported. Some 
of the projects discussed were the 
institute program, the status of the 
study of hospital finance, the series 
of manuals being issued by the As- 
sociation for administrators and 
department heads, and work of the 
Association in cooperation with 
organizations in allied health 
work. 

AMENDMENTS 

Five amendments to the Associ- 
ation by-laws were approved by 
the House. Four of the amend- 
ments are concerned with women’s 
hospital auxiliaries and the fifth 
with the composition and election 
of Blue Cross commissioners. 

Under the new by-laws, wo- 


ELECTED to the Board of Trustees were (left 
above) Fred A. McNamara, Arthur J. Swan- 
son, (below) O. G. Pratt and Dr. Frank R. 


Bradley. 


men’s hospital auxiliaries or other 
women’s service groups organized 
in connection with a hospital are 
eligible for Type V institutional 
membership in the Association. 
Dues of these newly established 
Type V members will be deter- 
mined by the Board of Trustees. 

The amendments also provide 
that the chairman of the national 
committee on Women’s Auxiliaries 
be appointed to the House of Dele- 
gates. 

The structure for the national 
auxiliary committee was approved 
in another of the by-law amend- 
ments. This amendment estab- 
lished committee membership at 
12 persons, with varying terms of 
office for the next few years and 
provision for future terms of three 
years each. 

The fifth amendment approved 
by the House makes it possible for 
the Association to conform to 
changed administrative regulations 
of the Blue Cross Commission re- 


garding composition and election 
of Blue Cross commissioners. 


OTHER BUSINESS 

At both the Sunday and Wednes- 
day evening meetings, members of 
the House discussed the revised 
affiliation agreement. This agree- 
ment between the national and 
state hospital associations was ap- 
proved by the House at Atlantic 
City in 1948. Requests from two 
sources brought it before this 
meeting for further discussion. 

It was decided that the revised 
agreement would go into effect 
January 1, 1950, as originally ap- 
proved. House action, however, 
amended the agreement so that it 
will be reconsidered after a three- 
year trial. 

There are two major changes in 
the new affiliation agreement. 
They are (1) that personal mem- 
bership may be accepted by either 
the national or state groups in- 
dependently, allowing for separate 
solicitation and billing, and (2) 
that institutional membership ap- 
plications may be- accepted by 
either the state or national group 
from hospitals not holding mem- 
bership in the other organization. 
If the application is made to the 
national association, the state 
group will be notified and must file 
any objection within 30 days. 

In other actions the House: 

Approved the annual report of 
the treasurer. 

Approved the recommendations 
for honorary membership awards 
to Dr. Paul B. Magnuson, Arthur 
Hays Sulzberger and Dr. Rene 
Sand. 

Joseph G. Norby, immediate past 
president of the Association, pre- 
sided at both meetings of the House 
and at the joint session of the 
House and the Assembly. 


NEW officers are (left) 
Dr. Herbert A. Black, 
William P. Earngey and 
Msgr. Robert A. Maher, 
first, second and third 
vice presidents, respec- 
tively, and Dr. Arthur 
C. Bachmeyer, treasurer. 
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They also had conventions in Cleveland 


OUR ALLIED ORGANIZATIONS con- 
ducted annual meetings con- 
currently with the Association 
convention. These were the 
American Protestant Hospital As- 
sociation, September 23-25; the 
American College of Hospital Ad- 
ministrators, September 25-26; the 
American Association of Nurse 
Anesthetists, September 26-30, 
and the American Association of 
Medical Record Librarians, Sep- 
tember 26-30. 
A brief summary of the business 
conducted at each of these meet- 
ings follows: 


Protestant Association 


A number of constitutional 
amendments, which are expected 
to assist in the expansion of the 
Protestant association, were ap- 
proved by members of this organ- 
ization during the annual business 
meeting at Cleveland. Under the 
revised by-laws, the Protestant as- 
sociation will conduct annual meet- 
ings separate from the American 
Hospital Association. These meet- 
ings, to include denominational 


NEW presidents-elect named at Cleveland 
are (left) Frank J. Walter, College of Hos- 
pital Administrators; Myra VanArsdale, re- 
elected nurse anesthetist president; Doris E. 
Gleason, record librarians, and Dr. Malcolm 
M MacEachern, Protestant Hospital Associa- 
ion. 


lie 
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Four allied organizations met at 
Cleveland between September 
23 and 30. Many of the mem- 
bers took part in Association 
activities in addition to their 
own convention program events. 


sections for the first day and a 
half, are intended to bring together 
all Protestant denomination or- 
ganizations. General association 
meetings will be held during the 
second day and a half of the an- 
nual session, and the chaplains’ 
section will be continued. 

Other revisions in the by-laws 
open association membership to 
Protestant hospitals other than 
those denominationally-operated, 
raise institutional dues, establish 
sustaining and honorary personal 
membership, change the title of 
executive secretary to executive 
director. The date for the first 
meeting under the new setup has 
been approved for March 1-3 at 
Chicago. 

Dr. Malcolm T. MacEachern, as- 
sociate director of the American 
College of Surgeons, was named 
president-elect of the Protestant 
association. Other new officers are: 

First vice president, Leo M. 
Lyons, director of St. Luke’s Hos- 
pital, Chicago; second vice presi- 
dent, John G. Dudley, administra- 
tor of Memorial Hospital, Houston; 


treasurer (re-elected) Ritz E. 
Heerman, superintendent of Cali- 
fornia Hospital, Los Angeles. Al- 
bert G. Hahn, executive secretary 
for many years, is the executive 
director. 

L. L. Benson, administrator of 
Bethesda Hospital, St. Paul, was 
installed as president of the asso- 
ciation during the annual banquet 
on Saturday. 


Hospital Administrators 


Resolutions raising the dues of 
fellows, members and nominees, 
and for increasing the initiation 
fees for induction into each of these 
classes’ were approved by members 
of the American College of Hospi- 
tal Administrators at the annual 
business meeting September 26. 
Other amendments to the consti- 
tution and by-laws provide for ex- 
officio membership on the board 
of regents for the officers of the 
college and authorize the president 
to serve 2s chairman of the board 
of regents. 

The college’s fifteenth annual 
convocation was held September 
25. As part of the ceremonies, 27 
fellows, 220 members and 220 
nominees were received into the 
organization. Three honorary fel- 
lowships were awarded this year. 

Dr. Wilmar M. Allen, director 































of Hartford (Conn.) General Hos- 
pital was installed as college pres- 
ident during the annual meeting. 
Officers elected include: 

President-elect, Frank J. Walter, 
administrator of Good Samaritan 
Hospital, Portland, Ore.; first vice 
president, Clyde L. Sibley, super- 
intendent of Baptist Hospital of 
Alabama, Birmingham; second 
vice president, Edna H. Nelson, ad- 
ministrator of Women’s and Chil- 
dren’s Hospital, Chicago. 


Nurse Anesthetists 


Two revisions of the by-laws 
were approved by members of the 
American Association of Nurse 
Anesthetists at the business meet- 
ing of that group, September 27. 
One of the actions approved will 
postpone the final decision on es- 
tablishment of a house of delegates 
for two years, allowing time for 
further study. The other by-law 
revision changes the quorum to 
100 active members from 20 states. 

Myra VanArsdale, formerly 
chief anesthetist of St. John’s Hos- 
pital, Cleveland, was re-elected 
president of the association. Other 
officers elected are: 

First vice president, Marie N. 
Bader, Colorado Springs; second 
vice president, Verna E. Bean, 
Lexington, Ky.; treasurer, re- 
elected for her fifteenth consecu- 
tive term, Mrs. Gertrude Fife, 
Cleveland. 

Record Librarians 


Doris E. Gleason, R.R.L., of Co- 
lumbia Hospital, Milwaukee, was 
named president-elect of the 
American Association of Medical 
Record Librarians during the 
Cleveland meeting. Other new of- 
ficers are: 

First vice president, Augusta M. 
Moore, R.R.L., Presbyterian Hos- 
pital, Philadelphia; second vice 
president, Helen M. Waterman, 
R.R.L., Herrick Memorial Hospi- 
tal, Berkeley, Calif.; recording 
secretary, Betty Wood McNabb, 
R.R.L., Phoebe Putney Memorial 
Hospital, Albany, Ga.; treasurer 
(re-elected), Justine N. Hanson, 
R.R.L., St. Barnabas Hospital, Min- 
neapolis. 

Mrs. Inet Gilbert, R.R.L., Meth- 
odist Hospital, Houston, was in- 
stalled as new president of the 
librarian association. 
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PRANTL LANES 


National auxiliaries 


THE SECOND ANNUAL conference 
of Women’s Hospital Auxiliaries 
began the first day of the Associa- 
tion convention. George Bugbee, 
executive director of the Associa- 
tion, and Morris Fishbein, editor of 
the Journal of the American Med- 
ical Association, were the first 
speakers on the program. 

Group conferences on the second 
and third days of the convention 
highlighted the four-day auxiliary 
program. Emphasis was placed up- 
on solutions to problems and upon 
instruction, with formal speeches 
minimized. Also on the auxiliary 
agenda were a reception and style 
show in addition to an auxiliary 
exhibit in the Cleveland public au- 
ditorium. 

As the convention entered its 
second day, nearly 300 women, rep- 
resenting hospital auxiliaries from 
all over the country, had registered. 

In a special session, five effective 
service and fund-raising projects 
conducted by auxiliaries were out- 
lined on the last day of the wom- 
en’s meetings. Among the topics 
discussed by auxiliary representa- 
tives was a special course in so- 
cial adjustment for student nurses 
which is being offered at the City- 
County Hospital at Dallas. Other 


topics included: Understanding the 
financial problems of hospitals to- 
day, public relations tools and tech- 
niques, relationships with hospital 
governing boards, by-laws for an 
auxiliary, coordination of auxilia- 
ries in a hospital; organizing, re- 
cruiting and training for volunteer 
services, and ethics and responsi- 
bilities of volunteers. 

During their stay in Cleveland, 
auxiliary members heard reports 
of the committee on program plan- 
ning and the committee on wom- 
en’s hospital auxiliaries. Mrs. Amos 
F. Dixon, president of Stillwater 
Division, Newton (N.J.) Memorial 
Hospital Auxiliary and chairman 
of the national group, presided at 
the general sessions. 

Informal discussion of the plans 
and progress of the National Wom- 
en’s Hospital Auxiliary project fol- 
lowed the general sessions and the 
reception. Plans for the third an- 
nual conference next year in At- 
lantic City also were discussed. 

Through action of the House of 
Delegates during the convention, 
the national auxiliary group was 
formally established within the 
framework of the Association 
through passage of four by-law 
amendments. 





MEMBERS OF the National Women's Auxiliary Committee who attended the Cleveland con- 


ference include (left) Mrs. Allin K. Ingalls, Mrs. Lee Tollefson, Mrs. J. Graham Harkness and 


Mrs. Amos F. Dixon, chairman. This was the second annual meeting of the women's auxiliaries. 
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HE SPECIAL EVENTS which take 

place during convention week 
are an important part of the almost 
around-the-clock activity that 
characterizes the annual Associa- 
tion meeting. Some of the high- 
lights which contributed to the 
pleasurable flavor of the Cleveland 
meeting were: 


FEDERAL LUNCHEON 

More than 250 persons attended 
the annual federal hospitals lunch- 
eon on Tuesday, September 27. 
Persons from voluntary as well as 
representatives of the federal hos- 
pital system were present at the 
informal get-together. 

Dr. Raymond B. Allen, director 
of the Office of Medical Services of 
the Office of the Secretary of De- 
fense, and Dr. Robin C. Buerki, 
vice president in charge of medical 
affairs at the University of Penn- 
sylvania, were the speakers at the 
luncheon. Both of them cited the 
growing cooperation between the 
federal and voluntary hospitals. 

The federal hospitals luncheon 
has been held every year since it 
first convened at the 1946 conven- 
tion in Philadelphia. Following the 
custom established in previous 
years, a number of distinguished 
guests were present at Cleveland. 
They included representatives of 
the Army, Navy, Air Force, Public 
Health Service and Veterans Ad- 
ministration. 


PAST PRESIDENTS 

Seventeen of the Association’s 
past presidents gathered at the 
Cleveland Union Club for a dinner 
on September 27. Preceded by a 
reception, this annual dinner is 
held as a special tribute to the men 
who have served the Association 
in its highest office. 

Invitations for the dinner were 
sent by Joseph G. Norby in his ca- 
pacity as Association president, 
and by the Board of Trustees. 


HONORARY FELLOWS 
Three honorary fellowships were 
awarded by the American College 
of Hospital Administrators at the 
annual convocation, September 25. 
One person honored—Dr. Claude 
W. Munger—received his award in 
absentia. 
Present to receive their fellow- 
Ships from Jessie J. Turnbull, who 
retired as college president during 
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Some events for one’s 


spare time, if any 


Happenings outside the formal sessions 
which add color to a convention 


the Cleveland session, were the Rt. 
Rev. Msgr. John W. Barrett of 
Chicago, president of the Catholic 
Hospital Association, and Mary M. 
Roberts, R.N., of New York City, 
recently retired after more than 
20 years as editor of the American 
Journal of Nursing. 


GET-TOGETHER NIGHT 
A capacity crowd turned out for 
the informal reception and supper 
held September 26. This informal 
evening, which is an opportunity 
for convention registrants to visit 
and get acquainted, has become a 
traditional and popular part of the 
annual meeting. 
The members of the Board of 


Trustees and the Coordinating 
Committee were hosts at Get-To- 
gether Night. Fun during the eve- 
ning was provided by the Musical 
Magpies, a nationally known sing- 
ing and entertainment group. Mu- 
sic played throughout supper and 
community singing were part of 
the evening’s program. 

The program for Get-Together 
Night was planned by the Ohio 
Host Committee. 


ANNUAL BANQUET 

The final official event of the 
fifty-first convention was the an- 
nual banquet on September 29. 
During the evening, John N. Hat- 
field, administrator of Pennsyl- 


ON HAND fo receive honorary membership certificates from President Norby at the 
banquet on Thursday were (left) Dr. Paul B. Magnuson and Arthur Hays Sulzberger. 
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SEEN AT Get-Together Night (see below) 
were Mr. and Mrs. A. E. Maffly of Berkeley, 
Calif. Mrs. Allin K. Ingalls and Mrs. Morris 
Fishbein of the auxiliaries were accompanied 
by Dr. Fishbein on Monday evening (see 
right). 


TWO deputy surgeons general named Arm- 
strong at the federal luncheon (see right) 
were (at left) George E. of the Army and 
Harry George of the Air Force. Canadians 
at convention (below) included Mrs. Don- 
ald Cox (left), Mr. Cox and Eugenie Stewart 
of Winnipeg; Dr. Harvey Agnew, Toronto; 
R. Fraser Armstrong, Kingston, and L. T. 
Muirhead of Saskatoon. 





GUESTS at the dinner for past presidents on 
Tuesday were (lower left) Dr. Christopher G. 
Parnall, Dr. Joseph C. Doane, Dr. Harvey 
Agnew, Dr. Arthur C. Bachmeyer, Dr. Mal- 
colm T. MacEachern; (center row left) Dr. 
Robert E. Neff, Dr. Fred G. Carter, James 
A. Hamilton, Dr. Peter D. Ward, Paul H. 
Fesler, Graham L. Davis; (top row left) Dr. 
Donald C. Smelzer, Dr. Basil C. MacLean, 
John H. Hayes, Joseph G. Norby, Dr. Rob- 
in C. Buerki, Frank J. Walter. 
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A CONVENTION WEEK crowded with activity ended with the banquet on Thursday evening. Charles P. Taft of Cincinnati was guest speaker. 


vania Hospital, Philadelphia, was 
installed as Association president. 

Charles P. Taft, Cincinnati law- 
yer and president of the Federal 
Council of the Churches of Christ 
in America, was guest speaker at 
the banquet. He discussed the re- 
sponsibilities ef the professions to 
their communities. 

The program also included pres- 
entation of Association honorary 
memberships and vocal selections 
by Gloria Godfrey, Cleveland op- 
era soprano. 

Rabbi B. R. Brickner of Cleve- 
land read the invocation and bene- 
diction. 

BLUE CROSS 


Members of the Blue Cross com- 
mission attended an all-day session 
on Tuesday, September 27. During 
the meeting it was announced that 
the Blue Cross Health Service, Inc., 
had been approved by the Illinois 
State Insurance Commission. The 
hew health service will make it 
possible for employers and other 
national organizations to secure 
uniform coverage contracts for 
their employees in various sections 
of the nation. 

Another Blue Cross meeting was 
conducted on Wednesday morning. 
One of the special sectional ses- 
Sions scheduled for that day, the 
theme of the meeting was better 
Service to the patient and Blue 
Cross member. 

CLEVELAND TOURS 

A special feature of the Cleve- 
land convention was the series of 
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postconvention tours on September 
30. Arranged by the Committee on 
Hospital Visitation, the tours in- 





1950 Convention 
Atlantic City has been approved 
as the city for the Association. con- 
vention in 1950. The dates for the 
fifty-second annual meeting will 
be September 18-21. 





cluded five hospitals in the area. 
A sixth hospital — Marymount — 
had been included in the list but 


ms “te, 
es ae 


was cancelled because of a delay 
in the work schedule which re- 
sulted in this new building being 
without elevator service. 

Tours were conducted to Huron 
Road Hospital, Lutheran Hospital, 
St. Luke’s Hospital, Cleveland 
Clinic and the Institute of Light. 

In addition to the postconvention 
tours, facilities of three federal 
hospitals were open to visitors on 
September 28 and 29. Tours were 
conducted through the Crile Vet- 
erans Administration Hospital, the 
Veterans Administration’s tuber- 
culosis hospital at Brecksville, and 
the local U. S. Marine Hospital. 


HONORARY fellowship degrees in the American College of Hospital Administrators 
were awarded to Rt. Rev..Msgr. John W. Barrett, president of the Catholic Hospi- 


tal Association, and Mary M. 


Roberts (right); editor emeritus of the American 


Journal of Nursing. Jessie J. Turnbull, now the immediate past president of the 
college, presented the awards at the annual convocation, on Sunday, September 25. 
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N IMPORTANT PART of convention 
week activity is the number 
of annual meetings conducted by 
groups allied by interest and pur- 
pose with the Association. At Cleve- 
land a number of these groups 
convened, many of them electing 
new Officers. 

Chicago: The alumni of the Uni- 
versity of Chicago graduate pro- 
gram in hospital administration 
elected Dr. Leo J. Marcotte, direc- 
tor of the House of Mercy Hospital, 
Pittsfield, Mass., as its new presi- 
dent at a luncheon meeting on 
September 27. Joseph E. Barnes of 
Genessee Hospital, Rochester, N.Y., 
was named secretary. 

Dr. Arthur C. Bachmeyer, Asso- 
ciation treasurer and director of 
the University of Chicago course, 
was paid special tribute at the 
luncheon meeting. 

Hospital Industries: At its annual 
meeting September 28, Hospital 
Industries’ Association re-elected 
Thomas G. Murdough of the Amer- 
ican Hospital Supply Corporation, 
Evanston, Ill., as president. For the 
first time in association history, a 
vice president was named. He is 
Charles E. Pain of Will Ross Com- 
pany, Milwaukee. 

George Hooper, Puritan Com- 
press Gas Company, Chicago, was 
re-elected secretary-treasurer, and 
Edgerton Hart of Chicago again 
was chosen executive director. 

Consultants: The American Asso- 
ciation of Hospital Consultants, 
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organized formally a year ago at 
the Atlantic City convention, elect- 
ed officers during the Cleveland 
meeting. Named were: 

President, Dr. Allan Craig, New 
York City; vice president, Dr. 
Christopher G. Parnall, Ann Ar- 
bor, Mich.; secretary - treasurer, 
Jacque B. Norman, Greenville, S.C. 

Planning Agencies: A new organ- 
ization formed during the Cleve- 
land meeting was the Association 
of Hospital Planning Agencies. A 
constitution was approved by mem- 
bers of the new group and a com- 
mittee on by-laws formed. Officers 
of the new association are: 

President, Dr. D. V. Galloway, 
executive director of the Missis- 
sippi Commission on Hospital Care; 
first vice president, Dr. John J. 


Bourke, executive director of the 
New York State Joint~ Hospiial 
Suvey and Planning Commission; 
second vice president, George K. 
Hendrix, chief of the Division of 
Hospital Construction and Servy- 
ices, Illinois Department of Public 
Health; secretary, Herbert D. Moe, 
director of the Hospital Facilities 
Section of the Colorado State 
Health Department. 

Northwestern: Eva H. Erickson, 
administrator of Galesburg (IIl.) 
Hospital, was named president of 
the Alumni Association of the 
Northwestern University course in 
hospital administration at a dinner 
meeting September 27. Other new 
officers are: 

President-elect, Hayden M., 
Deaner, administrator of Truesdale 
Hospital, Fall River, Mass.; vice 
president, Tracy Hare, consultant 
to the Florida State Board of 
Health; secretary, Bessie Covert of 
the Modern Hospital . Publishing 
Co., Chicago; treasurer, Ray M. 
Bolinger, assistant administrator of 
Robert Packer Hopistal, Sayre, Pa. 

Minnesota: Members of the alum- 
ni of the University of Minnesota 
course in hospital administration 
elected Richard A. Trenkner, as- 
sistant director of Charles T. Miller 
Hospital, St. Paul, as new president 
at a meeting September 27. 

The James A. Hamilton and 
Sabra M. Hamilton awards for 
achievement in administration 
were presented during the session. 


THE LARGEST collection of commercial and educational exhibits in the Association's history was displayed at the Hospital Merchandise Mart. 
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The shape of things 


coming and going 


WO TRADITIONAL ADDRESSES 

during an Association conven- 
tion are the annual report of the 
president and the speech of the 
president-elect. This year Joseph 
G. Norby, now immediate past 
president, reported to the House 
of Delegates at its first session, 
Sunday, September 25. John N. 
Hatfield, still in his capacity as 
president-elect, addressed the 
Thursday afternoon general ses- 
sion. 

Following are excerpts from the 
speeches: 


Mr. Norby reviews the state 
of Association affairs 

I AM PLEASED to report that your 
organization is in a stronger posi- 
tion than ever before. It has been 
my privilege, as president during 
the past 12 months, to observe its 
functioning and to work intimately 
with its councils, committees, staff 
and board of directors. Let me as- 
sure you all are driving hard to- 
ward a common goal. Our strength 
today is in part the result of the 
Maturity which comes with age 
and experience, but it reflects 
More specifically the foresight and 
hard work of our predecessors. 


REPRESENTATION 

It has come to be one of the ob- 
jectives of the work program of 
the American Hospital Association 
to provide adequate representation 
of hospitals in all activities which 
have bearing on the establishment, 
Organization, conduct and use of 
hospital facilities. We have dem- 
onstrated our willingness to par- 
ticipate in inter-agency activities 
and we have initiated programs 
pointing toward greater coordina- 
tion of health services. The fol- 


OCTOBER 1949, VOL. 23 


lowing brief recitation gives some 
evidence of the leadership which 
we have lent this development. 

We have played an important 
part in the organization of the 
National Health Assembly. Al- 
though it did not result in the 
solution of America’s health prob- 
lem, it did provide better under- 
standing of the issues involved 
and it pointed toward the need for 
a united approach to the improve- 
ment of the health of the Ameri- 
can people. 

We have participated as an ac- 
tive member of the National 
Health Council. This organization 
of all types of health agencies has 
inherent possibilities for great 
good resulting from coordination 
of their efforts. Our work with 
this group is further evidence of 
our maturity in national health 
affairs. 

The barriers to direct communi- 
cation between the national health 
associations have been _ broken. 
Recently there have been held 
conferences between representa- 
tives of the American Medical As- 
sociation, the American Public 
Health Association, the American 
Public Welfare Association, the 
American Dental Association, the 
American Nurses’ Association and 
the American Hospital Association 
looking toward common _ under- 
standing and action. 

Although only one formal meet- 
ing of this group has been held, 
there is good evidence that even- 
tually this movement will unify 
the thinking and consolidate the 
support of all these groups on 
overall plans that are designed to 
improve the care of the patient 
and to secure for the American 


THE Association presidency changed hands 
on Thursday night when President-Elect John 
N. Hatfield (right) succeeded Joseph G. 
Norby. 


public an adequate health pro- 
gram. 

The respect and confidence of 
government have been demon- 
strated on numerous occasions 
during the past year. Counsel and 
advice of your officers, commit- 
tees, council members and execu- 
tive director have been sought and 
followed by legislators who were 
considering legislation which af- 
fected the care of the patient. We 
have met upon invitation with the 
administrator and other repre- 
sentatives of the Federal Security 
Agency. 

We have prepared policy state- 
ments and adopted basic principles 
relating to the role of government 
in the provision of hospital care. 
We have participated actively in 
the preparation of legislation 
which is in harmony with the 
American way of life and which 
is designed to provide health serv- 
ice to all our people without any 
distinction. Real progress has thus 
been made in the establishment of 
hospital problems among govern- 
ment officials. 

Our work with physicians and 
nurses has been formalized through 
joint conferences and committee 
activities. We are meeting in fre- 
quent sessions to create better un- 
derstanding of the overall prob- 
lem of the care of the patient. 
Your Association has assumed a 
major role in the shaping of the 
programs of these conferences. 

Through the efforts of the Coun- 
cil on Prepayment Plans and the 





Blue Cross Commission, hospital 
and prepayment plan administra- 
tors have been brought together 
on a plane of better understanding 
to work out their problems in a 
judicious manner. With this kind 
of objective approach, the prepay- 
ment system is making a real im- 
pact upon the national health 
problem. 


STANDARDIZATION 

Complementing our long-range 
program of representation with 
other agencies, we are engaged in 
an intensive activity of standard- 
ization of hospital practices. This 
is the major work program of our 
councils, committees and_6 staff 
members. It is of immediate bene- 
fit to all hospital administrators. 

Although there is a wealth of 
hospital literature, there is a 
dearth of approved hospital prac- 
tice. Committees of hospital ad- 
ministrators, technical experts and 
staff members are working indus- 
triously to create statements and 
descriptions of standard practice 
for the hospital field. Through this 
effort, we are developing a library 
of recommended procedure. The 
amazing willingness of our mem- 
bers to contribute long hours of 
endless effort to this important 
work is showing good results. 

During the past year we pro- 
duced seven basic manuals. They 
cover a wide range of subjects in- 
cluding canned foods, infant for- 
mulas, filing systems, laundry op- 
erations, personnel (two), and 
physical therapy. In addition to 
these major publications, councils 
and committees have produced 
policy statements, relationship 
codes, bulletins, pamphlets and 
special studies which contribute 
to the improvement of our day-to- 
day operations. 

These efforts at standardization 
go on continuously. Each com- 
pleted unit prepares the way for 
another as shown by the work of 
the Accounting Committee. The 
first assignment of this group — 
preparation of a hospital account- 
ing manual — is about complete. 
Final copy is being reviewed by 
the Council on Administrative 
Practice. 


In its work, the Accounting 
Committee found need for manu- 
als on business procedures and 
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cost accounting in addition to 
basic accounting. It also appeared 
that a summary report describing 
the application of these manuals 
to small hospitals would be de- 
sirable. So this committee moves 
forward, as all others do, pioneer- 
ing in the development of manuals 
of approved hospital practice. Ul- 
timately we will have a complete 
library to support the third major 
phase of our Association work 
program—that of education. 

We conduct an educational pro- 
gram of which we should be very 
proud. It has attracted attention in 
major educational circles. Univer- 
sities and colleges cooperate with 
us in the conduct of short courses, 
conferences and work-study pro- 
grams. We have explored with 
them the content cf special cur- 
ricula for the education of the 
various groups employed in hos- 
pitals. We have studied the need 
for and provided special education 
courses for many of these groups. 

During the past 12 months we 
conducted 14 institutes which had 
a total attendance of more than 
1,000 students. This educational 
effort has been a major under- 
taking of our Association. The use 
of conference techniques and the 
lecture platform for the education 
of department heads and adminis- 
trative personnel is accomplishing 
a better understanding of hospital 
problems by all hospital person- 
nel. 


STUDY OF FINANCE 

Among the special projects un- 
dertaken during the course of the 
year, the most significant is the 
cost study which has been de- 
veloped and is about to be 
launched. 

You will remember that last 
year I described to you a proposed 
study of the financing of hospital 
care, and that the House of Dele- 
gates agreed with the Board of 
Trustees that such a study should 
be undertaken. Following our last 
annual meeting I appointed a spe- 
cial organizing committee to out- 
line this project. The committee 
worked faithfully and proposed a 
study which it felt should be 
limited strictly to phases of hos- 
pital administration because the 
project was of hospital origin. 

After discussions with founda- 


tions concerning financial support 
of the study, it soon became evj- 
dent that we had circumscribed 
our area for investigation too nar- 
rowly. The National Foundation 
for Infantile Paralysis offered to 
finance the work for a new plan- 
ning committee which would re- 
define the purpose, scope and 
method of procedure and organiza- 
tion of the project in a manner 
which would permit broad inves- 
tigation of all factors which affect 
the size of the patient’s bill. 

This new committee was author- 
ized by the Board of Trustees. It 
included physicians, hospital ad- 
ministrators and an _ economist. 
That committee outlined an ex- 
panded work program which was 
approved by the Board. Subse- 
quently, a third small committee 
was appointed to inaugurate the 
study. I report to you today that 
real progress has been made in the 
financing of this major under- 
taking. 


HEADQUARTERS ACTIVITY 

I wish to say a word about our 
headquarters staff and to extend 
to them our compliments upon the 
excellent job that they are doing. 
The value of committee and coun- 
cil effort is in large measure a 
result of their work. In addition to 
these specific assignments, they 
are engaged in special studies, in 
association relations work, in the 
conduct of our conferences, in the 
publication of our periodicals, in 
the maintenance of our library and 
in the business of operating a na- 
tional headquarters office. 

All of these projects as well as 
the guidance of Association affairs 
are the responsibility of our exec- 
utive director. He carries a hercu- 
lean load. Our elevation to a posi- 
tion of high regard in the health 
field and in government is due in 
large measure to his untiring ef- 
forts on our behalf. 

I have few recommendations to 
offer, but my observations move 
me to suggest that: 

Our staff is overworked and 
underestimated. I have not in my 
experience observed a more in- 
dustrious or devoted group of men 
and women than we have as our 
representatives at headquarters. 
Our. headquarters is a beehive of 
activity. Our program is expanded 
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year after year and continuity is 
an absolute necessity if our work 
is to have permanence. This we 
can obtain only through our head- 
quarters staff. 

Yet we have done little to es- 
tablish working conditions for 
them which will insure their con- 
tinued efforts on our behalf. Staff 
perquisites are few. We have no 
retirement program. We have no 
pension plan. Our building is old 
and our staff is cramped for work- 
ing space. Our budget is strained. 
These problems which all relate 
to financing need thoughtful at- 
tention. And second: 

I am sure that greater benefits 
from our Association activities 
would result if closer working 
relationships were established be- 
tween regional associations and 
the national organization. A great- 
er continuity should be developed 
in projects of common interest. 
The objectives and content of the 
work of the national association 
should be filtered to the member- 
ship through these regional groups. 
An organic relationship by which 
the delegates to the national asso- 
ciation would function on a re- 
gional basis might prove helpful. 
Iam confident that the staff of the 
national organization could assist 
regional associations to a greater 
degree than is possible now if 
closer relationships were de- 
veloped. Consolidation of our local 
efforts will result in greater na- 
tional strength. 

This review of our accomplish- 
ments and strengthened relation- 
ships with allied organizations is 


MEMBERS of the lowa Hospital Association attending the convention 
got together for a Tuesday morning breakfast. 
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exciting to me. I see unlimited 
opportunities for growth in the 
future. 


Mr. Hatfield looks at the 
road of the future 


THE PAST IS GONE, the road of 
the future is unseen. We do not 
know, to any degree of certainty, 
what lies ahead. But as hospital 
administrators trying to shape in- 
telligently events in our field and 
at the same time trying to put our 
house in order, we must square 
our shoulders and face ahead in 
order that we may meet the de- 
mands which the future may place 
upon us. There are many chal- 
lenges ahead on the uncertain road 
of the future. 

The program this week has fea- 
tured many distinguished and able 
speakers. The program was care- 
fully planned to bring before you 
leaders who could present thought- 
provoking subjects of a specific or 
general nature in the broad field 
of health activity of which hospi- 
tal service is the keystone. 

Representatives of government, 
of the press and labor, among 
others, have told us what they 
think we, as hospital people, 
should keep in mind when we are 
planning hospital service. There 
has been consideration of pro- 
grams developed in the United 
States aimed at the improvement 
of the quality and distribution of 
health and hospital care. 

We have heard representatives 
from Canada and from England 
tell us of newer government pro- 
grams for the distribution of hos- 


pital and medical care. Whether 
we agree or disagree with these 
newer systems, it is imperative 
that we study them carefully. 

What are our conclusions from 
these presentations? What do they 
mean from our standpoint? 

Certainly we may start with the 
assumption that we are in a period 
of major change. As hospital ad- 
ministrators and as an association 
of hospitals, we must adapt our- 
selves to changing conditions as 
they develop. 

Public demand for the service 
our hospitals render has never 
been more insistent. Government 
in this country and throughout the 
world is receptive to suggestions 
for government assistance to meet 
the public demand. We cannot 
simply defend the status quo. 
Changes bring challenges and new 
opportunities for service which we 
must meet if our hospital system is 
to survive. 

I do not mean that we should 
accept new ideas simply because 
they are different. Not all changes 
are good. Some need to be tested 
and proved. Others plainly are 
bad. 

UNCHANGING VALUES 

There are some things that never 
change. Principles and ideals are 
enduring guideposts. We must re- 
member that while the details in- 
volved in providing hospital care 
have changed enormously, even in 
our time, the purpose of the hos- 
pital never changes. We must be 
flexible in accepting change, but 
we must evaluate all proposals for 
change by applying the test: Will 


STATE SURVEY agency directors, representing every section of the 


country, met three times during the Cleveland convention. 
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the change help us give better hos- 
pital service to more people? 


’ The major problem confronting 
us now is whether we shall have 
more or less government partici- 
pation. 


I do not purport to be a political 
scientist, but there appear to be 
some definite signs indicating 
where government may go in our 
hospital sphere. We in this coun- 
try are proud of our democracy. 
We have rejected discredited fas- 
cism and communism which are 
so aggressively active in the world 
today. As we observe democracy 
worldwide, there is every appear- 
ance of democratic processes 
drawing government more and 
more into the daily lives of the 
people. 

I believe it is of vital importance 
for the hospital field that there be 
an evaluation of this trend toward 
government expansion in the free 
democracies. As individual citizens 
we may be justly alarmed and we 
may object seriously to this trend. 
As leaders in the health field, we 
must be prepared to meet the pub- 
lic decision, whatever it may be. 
Being a part of the public, how- 
ever, and because of our intimate 
knowledge of hospital operation 
and health needs, we are in good 
position as individuals and as an 
association of hospitals to influ- 
ence the decision. 


The hospital field does not op- 
erate in a vacuum. We are quite 
aware of the involved relation- 
ships with professional groups 
functioning within the hospital, 
with our employees and with the 
patients we serve. But fundamen- 
tally the future of hospitals as well 
as government will be determined 
by the attitude of the American 
people. 


It is so easy for adverse mass 
action to be taken because of lack 
of information. The story of the 
voluntary hospital has not been 
told to the people of this nation. 
We have a great responsibility 
there which we are not meeting. 
Until we tell the public our story 
we cannot expect public support. 
If government takes over, it will 
be because we have allowed vol- 
untary effort to be overshadowed. 
It will be because we continue to 
hide our light under a bushel. 
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Just as today, in the future the 
public will demand that all hos- 
pitals redouble their efforts to 
render adequate care to all in need 
and within the patient’s and the 
public’s ability to pay. It is the 
public that must be served. It is 
the public that will decide whether 
its needs are being met in the 
manner it believes best. The pub- 
lic is the voice of government in 
a free democracy. If the public 
wants the government involved in 
furnishing hospital service, then 
government is sure to take over as 
it has done in several foreign 
countries. 

I do not like the idea of govern- 
ment making further inroads in 
our voluntary hospital system. 
There are many things govern- 
ment does poorly and expensively. 
Voluntary effort seems to me pref- 
erable on every count. 


MEETING THE NEED 


No one but the public has a 
vested interest in hospitals. Hospi- 
tals have the responsibility of 
keeping alert to the desires of the 
public and of adapting their or- 
ganization and administration to 
meet these requirements on the 
best quantitative as well as quali- 
tative basis. Hospitals must be 
ready always—now and in the fu- 
ture—to cooperate fully with any 
program that will produce the best 
possible hospital service for all of 
the American people. 

We can be proud of the past rec- 
ord of the American Hospital Asso- 
ciation. But we must recognize that 
there are always further needs to 
be met. We are conscious of a pub- 
lic insistence that the solutions of 


_these needs are the particular re- 


sponsibility of the hospital field. 
We believe they can be solved in 
an orderly way and we believe our 
progress will continue. 


One of the most demanding as- 
pects of administration is plan- 
ning. Our success as administra- 
tors is largely. dependent upon 
vision and the energy we put into 
preparing for tomorrow. The ac- 
quiring of all information bearing 
on present activities in the field, 
the analysis of that information in 
relation to trends, and develop- 
ment of a plan to meet future de- 
mands is our assignment for the 
future. 


We, the hospitals of this coun- 
try banded together in the Ameri- 
can Hospital Association, have a 
positive, forward-looking pro- 
gram. Among other things, we are 
just initiating a major study of 
hospital finance planning to meas- 
ure the total supply of hospital 
care, the total need for hospital 
care, the element of cost and the 
possibility of economy, and the 
methods by which the public may 
pay for this care. We are looking 
for all the information needed to 
chart the future. Our history of 
continued progress is such that we 
will inevitably have to change our 
program as the need requires. 

I am not a radical and I do not 
chart a radical future for our As- 
sociation. I am persuaded that our 
greatest need is a careful, unbiased 
examination of all possible facts 
and an objective relation of this 
information to the future in order 
to achieve rapid development and 
expansion of hospital service. 

All hospitals — governmental, 
proprietary and voluntary — have 
one prime function, one real job 
to perform. That major responsi- 
bility is providing care to the 
patient. Education, training and 
research are, of course, hospital 
functions and fundamental to pro- 
viding better care. But we must 
not, in our day-to-day operation, 
lose sight of the chief function of 
the hospital—patient care. 

I can see some distance along 
the road of the future. It still leads 
upward. We have come a long 
way. We continue to render better 
hospital care and a broader serv- 
ice to more people. I can see these 
trends continuing in the future. 

Beyond this I cannot see clearly, 
but I do have faith. I believe hos- 
pitals always must be the focal 
point of government and volun- 
tary cooperation for humanitarian 
service. I believe the best hospital 
service can continue to be pro- 
vided to the most people under the 
voluntary hospital system. 

Hospitals have no selfish inter- 
ests. This, I think, is our salvation. 

Hospitals exist solely for service 
to the sick and injured. If we con- 
tinue to devote ourselves, our 
talents and our energies to this 
humanitarian cause, the road of 
the future always will be open 
ahead of us. 
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Research Center for Chronic Illness 


The federal government’s first 
full-scale attack on the problems 
of chronic disease will be put into 
motion by July 1952 with the com- 
pletion of the National Institutes 
of Health clinic center at Bethesda, 
Md. The center will be a combined 
hospital and research center with 
fully equipped medical and basic 
science laboratories and hospital 
facilities for 500 patients. Physi- 
cians and laboratory researchers 
will work as a team to utilize the 
discoveries of scientific research. 

The new 14-story structure will 
be built at a cost of about $40,- 
000,000 and will be completely air- 
conditioned. Special emphasis will 
be on providing for the patients’ 
comfort because the center will be 
primarily for long term care. Pa- 
tients will be referred by their 
physicians or hospitals and only 
patients with a particular type of 
disease under study at the center 
will be accepted. Those diseases 
under study will be chronic dis- 
eases such as mental illness, can- 
cer, heart and circulatory ailments, 
diseases of metabolism and some 
types of infectious and tropical 
sickness. There also will be facili- 
ties for dental patients. 

The center will have a com- 
pletely equipped laboratory for 
nuclear energy research. A radia- 
tion laboratory occupying three 
floors underground and five above 
will provide the facilities for the 
application of the discoveries in 
the field of nuclear energy. 

The building was planned by a 
special committee working with 
Dr. Jack Masur, director of the 
center. Dr. Masur is the co-author 
of a special article describing the 
new facility to be published in 
HospiTats for November. 


Air Force Reorganization 


_Final details of the reorganiza- 
tion of the Office of the Surgeon 
General of the Air Force have 
been completed and plans have 
been set up for the Air Force Med- 
cal Service. The medical service 
formerly had been under Army 
control. 

Maj. Gen. Malcolm C. Grow, 
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surgeon general of the Air Force, 
has named Maj. Gen. Harry G. 
Armstrong as deputy, Maj. Gen. 
George R. Kennebeck as chief of 
the dental service and Brig. Gen. 
Dan C. Ogle as special assistant to 
the surgeon general. 

The Office of the Surgeon Gen- 
eral has been split up into three 
directorates to provide better con- 
trol of the Air Force Medical Serv- 
ice. These divisions are: Directo- 
rate of professional services; the 
directorate of staffing and educa- 
tion and the directorate of plans 
and hospitalization. The Office of 
the Surgeon General will have 
charge of all medical activities of 
the Air Force, including the opera- 
tion of hospitals at Air Force bases 
in the Untied States and overseas. 

The medical service also will 
participate in the joint staffing of 
Army medical hospitals and other 
joint Army medical activities. 
These include recruiting stations, 
the Armed Forces Institute of 
Pathology, the Army Medical Cen- 
ter, Central Dental Laboratories, 
Medical General Dispensaries, the 
Medical Nutrition Laboratory and 
the Armed Forces Medical Pro- 
curement Office. 

One of the first acts of the new 
medical service, which was ap- 
proved May 13, was to set up a 
civilian intern program. Under the 
program, 300 civilian physicians, 


who now are serving as interns, 
will be commissioned as first lieu- 
tenants on active duty with the 
Air Force Medical Reserve Corps. 
Interns who have at least six 
months of internship to serve are 
eligible. Those who are commis- 
sioned will serve two months of 
active duty for each month of in- 
ternship as commissioned mem- 
bers of the Medical Reserve Corps. 

A similar plan has been ap- 
proved for dental students. These 
students will be commissioned in 
the Air Force as second lieuten- 
ants on active duty until they 
complete the educational require- 
ments for a degree of doctor of 
dental surgery. After graduation, 
students will be recommissioned 
as first lieutenants in the Medical 
Reserve Corps and will serve on 
active duty at Air Force installa- 
tions for two years. 

The Air Force Medical Service 
also has its own Nurse Service Re- 
serve. Recently the first two nurs- 
es to be granted direct commis- 
sions in the reserve were sworn in. 


Division Assignment. 


Final plans have been an- 
nounced for organization and 
functions of the Division of Med- 
ical and Hospital Resources of the 
Public Health Service. The divi- 
sion, established when the Public 
Health Service was reorganized 
recently and headed by Dr. John 
R. McGibony, is made up of four 
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THE CLINICAL center will be a combined hospital and research center. Facilities such as 
a radiation laboratory and a scientific auditorium equipped for television are included. 
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branches. These are: Medical eco- 
nomics; medical-hospital adminis- 
tration; clinical services, and pro- 
gram operations. A _ professional 
reference service also will be set 
up in the new division. Dr. Louis 
S. Reed, head of the medical eco- 
nomics branch, is the only one of 
the four branch directors that has 
been appointed to date. 

It was planned originally that 
the Division of Medical and Hos- 
pital Resources would concern it- 
self equally with medical and hos- 
pital problems such as community 
needs, education, specialization, 
utilization of facilities and prepay- 
ment plans. As it is set up now, 
however, the division will leave 
purely medical issues to other 
branches of the public health serv- 
ice and concentrate on hospitals. 
It will serve as the research arm 
of the Division of Hospital Facil- 
ities which supervises operation of 
the Hill-Burton hospital expan- 
sion law. 

Functions of the new division 
include: Developing information 
and giving advice on questions of 
national policy on hospital and re- 
lated care; formulating hospital 
and related care programs and op- 
erational plans; evolving and pro- 
moting standards, techniques and 
plans for provision of hospital and 
related services, including educa- 
tion and training of personnel, spe- 
cialization, mode of practice and 
use of facilities; development of 
guides and consultative services in 
medicine, surgery, obstetrics, nurs- 
ing, pharmacy, medical records, 
social service and other specialties. 


Marine Hospitals Closed 


Two marine hospitals —one at 
Pittsburgh and the other at Buf- 
falo—began preparation in Sep- 
tember for eventual closing by the 
Public Health Service. No more 
patients were to be admitted to 
the Pittsburgh hospital after Sep- 
tember 9 and the hospital will be 
closed as soon as possible. The 
U. S. Marine Hospital at Buffalo 
was to have stopped patient ad- 
mittance on September 16. 

Closing of the hospitals was 
recommended by Surgeon General 
Leonard A. Scheele upon the ad- 
vice of a special review board. For 
some time the daily patient census 
has averaged about 55 at both hos- 
pitals. Of these patients, less than 


one-half. were direct beneficiaries 
of the Public Health Service. Dr. 
Scheele also reported that it is in- 
creasingly difficult to staff and 
equip a small hospital to give a 
full range of special services. The 
Buffalo hospital has 75 beds, the 
Pittsburgh hospital has 79 beds. 
Special provisions have been 
made for those persons who are 
entitled to care by the Public 
Health Service. Patients requiring 
emergency hospitalization will be 
cared for in nonfederal institutions 
under contract with the service. 
Those who need care for chronic 


- jllness will be sent to other marine 


hospitals. Clinics in the downtown 
areas of both cities are being pre- 
pared for outpatient care. 


Grants for Heart Study 


Medical schools, hospitals and 
research institutes in 34 states and 
the District of Columbia have been 
awarded $8,614,737 in federal 
grants for heart research. The 
funds, to be administered by the 
National Heart Institute, were an- 
nounced in mid-September by the 
Federal Security Agency. The sum 
constitutes the largest ever ap- 
proved at one time for expendi- 
ture against one disease or a group 
of diseases. 

Support of physical plant ex- 
pansion and improvement will ac- 
count for $5,890,395 of the total. 
These funds will be divided among 
22 nonfederal institutions in vari- 
ous parts of the country and will 
be used for clinical research beds, 
laboratories and animal quarters. 

For the assistance of 189 re- 
search investigations in 66 insti- 
tutions in 28 states and the District 
of Columbia, $2,053,310 were al- 
located. In addition, $671,032 were 
approved for cardiovascular teach- 
ing in 46 medical schools. 

Since $1,200,000 were awarded 
in July for the continuation of re- 
search grants, federal funds al- 
lotted to fight heart disease now 
totals nearly $10,000,000 for the 
fiscal year 1949-1950. 

Among the grantees are: Cedars 
of Lebanon Hospital, Los Angeles, 
$24,000; University of Colorado 
Medical Center, Denver, $296,000; 
Michael Reese Hospital, Chicago, 
$26,000; Children’s Hospital, Bos- 
ton, $20,000; Massachusetts Gen- 
eral Hospital, Boston, $638,000; 
New England Center Hospital, 


Boston, $10,000; New England 
Deaconess Hospital, Boston, $10,- 
044; Beth Israel Hospital, Boston, 
$184,300; Peter Bent Brigham Hes- 
pital, Boston, $242,500; St. Peter’s 
General Hespital, New Brunswick, 
N. J., $10,000; Mary Imogene Bas- 
sett Hospital, Cooperstown, N. Y., 
$13,020; Goldwater Memorial Hos- 
pital, New York City, $2,500; 
Mount Sinai Hospital, New York 
City, $6,372; New York Univer- 
sity-Bellevue Medical Center, 
$485,000; University Hospitals of 
Cleveland, $25,000. 

“This marks the first broad scale 
federal support of the attack on 
heart disease under the National 
Heart Institute,” Dr. Leonard A. 
Scheele, Surgeon General of the 
Public Health Service, said. “It 
complements the programs of the 
American Heart Association and 
other nongovernmental groups. 
Alone, neither the privately sup- 
ported programs nor the federal 
effort would provide this urgently 
needed mobilization of forces 
against the leading cause of death 
in the United States.” 


AEC Appointment 


Latest appointment to the med- 
ical branch of the Biology and 
Medicine Division, Atomic Energy 
Commission, is Dr. Charles Little 
Dunham, formerly assistant pro- 
fessor of medicine at University 
of Chicago in charge of the arth- 
ritis clinic and hospital service. He 
is assigned to the Washington office 
of the commission. 


Dental Care for Veterans 


Eighty-four per cent of dental 
cases completed under the federal 
program to treat eligible veterans 
for service-connected dental con- 
ditions during the fiscal year end- 
ing June 30, 1949 were handled by 
private dentists. 

Of the 513,643 cases handled by 
the Veterans Administration, 430,- 
271 were by private dentists. The 
remainder was taken care of in 
clinics in regional agency offices. 
During the one-year period, den- 
tists participating in the adminis- 
tration’s “home town” dental pro- 
gram examined 263,150 veterans. 

Dr. Bion R..East, director of the 
Veterans Administration dental 
service, said that $38,813,560 has 
been paid to these private dentists. 
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Comprehensive Job Analysis Survey 


The American Hospital Associa- 
tion and the Bureau of Fmploy- 
ment Security have inaugurated a 
job analysis program which will 
serve to assist in the standardiza- 
tion of staffing patterns and job 
duties in the hospital. This com- 
prehensive survey was planned in 
response to many requests from 
administrators and employment 
services throughout the country. 
One of the most important phases 
of the program will be a redefining 
of the organizational pattern, dut- 
ies, responsibilities and line of su- 
pervision in each hospital depart- 
ment. In addition, each job within 
the various departments will be 
defined. 

The program will consist of the 
following steps: Collection of all 
available job analysis source ma- 
terial; surveying this collection to 
discover what material is lacking 
and then the contacting state agen- 
cies to obtain the desired material; 
writing descriptions of the duties 
and responsibilities of each hos- 
pital department by the staff 
members of the bureau and the 
Association; validating job and de- 
partment descriptions; testing the 
results, in a hospital that wishes 
to reorganize its staffing patterns 
and job duty assignments; pub- 
lishing the patterns set up and the 
results to be used as a standard by 
the Association for its member 
hospitals and by employment 
services for placement information. 

Plans now call for the project 
to be completed by September 
1950. It is expected that when the 
study is completed, the staffing 
patterns and job analysis will be 
published in a manual. 

Jack Newman of the U. S. Em- 
ployment Service is the occupa- 
tional analyst assigned to the 
project. 


Three New Manuals 


This month the Association will 
begin distribution of three man- 
uals designed to aid the adminis- 
trator in the operation of three 
departments in his hospital. 

The “Manual on Hospital Laun- 
dry Operation” was compiled by 
the Committee on Laundry Man- 
agement of the Council on Admin- 
istrative Practice. It is an operating 
handbook for laundry managers 
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and also will be of use to the ad- 
ministrator in that it will assist 
him in the planning of a new laun- 
dry or as a standard to evaluate 
the operation of the present laun- 
dry. The manual includes sections 
on the public health aspects of 
laundry operation, formulas, tech- 
niques, maintenance of equipment, 
linen control, and planning for fu- 
ture expansion or initial construc- 
tion. 

Members of the Association’s 
Committee on Research Project 
for Administrative Filing Systems 
of the Council on Administrative 
Practice have written the ‘Manual 
on Hospital Records Administra- 
tion” to give administrators a 
standard method of indexing and 
filing the materials which consti- 
tute the records of the hospital ex- 
cluding patients’ medical records 
and accounting records. The man- 
ual is a guide for improving ex- 
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To observe Fire Prevention Week, 
which begins October 9, the Associ- 
ation has sent a copy of this poster 
to each institutional member. The 
National Board of Fire Underwriters 
prepared the poster to remind every- 
one of the significance of fire preven- 
tion and of the importance of in- 
augurating every precaution at home 
and at work. 








isting filing procedures, installing 
new files and as a guide for train- 
ing individuals performing filing 
operations. Another important and 
useful feature of the manual is a 
schedule for retention and dispo- 
sal. 

The third manual that is sched- 
uled for distribution this month 
was prepared by the Committee 
on the Manual of Procedures and 
Layout of the Infant Formula 
Room of the Council on Profes- 
sional Practice. The material in 
the ‘Manual on Layout and Pro- 
cedures for the Infant Formula 
Room” places emphasis on the ter- 
minal heating of the completely 
assembled formula unit as a satis- 
factory method of producing bac- 
teriologic safety, avoidance of 
nutritive damage to the formula, 
avoidance of physical damage, 
economy of time and expense. The 
manual also contains data in re- 
gard to location, construction, lay- 
out, equipment, personnel super- 
vision and basic procedures. A 
complete summary is contained in 
an article, “Developing Safe Tech- 
niques in the Formula Room,” in 
HospITALs for August 1949, page 
41. 

All member hospitals of the As- 
sociation will receive a copy of 
each of the manuals free of charge. 
Additional copies to members will 
be sold for $1.50, other copies for 
$2.25. 


Auxiliary Newsletter 


The first issue of the Auxiliary 
Newsletter was sent out last 
month by the headquarters office 
of the Association’s National Com- 
mittee for Women’s Hospital Aux- 
iliaries. The newsletter, which will 
be published periodically, will 
function as a medium of exchange 
for ideas, informations about the 
projects and future projects of 
auxiliary groups throughout the 
country, and will implement the 
national program. 

The first issue of the newsletter, 
which was primarily for advance 
convention program information, 
was sent to administrators of 
member hospitals and the presi- 
dents of all active auxiliaries. Sub- 
sequent issues will go only to the 
women’s groups. 

Mrs. Corena McCallum, secre- 
tary of the national committee, 
edits the newsletter. 
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Institute for Hospital Managers 


Experts and specialists in hos- 
pital administration from various 
parts of the country have accepted 
invitations to lecture at the first 
governmental inter-agency hospi- 
tal managers training institute to 
be conducted at Washington, D.C., 
October 3-21. The institute, spon- 
sored by the Veterans Administra- 
tion, will have _ representations 
from the hospitals of the Army, 
Navy, Air Force, Public Health 
Service, the Indian Service and 
the Veterans Administration. 

Speakers and lecturers will in- 
clude: Dr. Warren Brown, Baylor 
University School of Medicine; 
Lucy Germaine, director of nurs- 
ing, Harper Hospital, Detroit; 
George Bugbee, American Hospi- 
tal Association; Dr. Paul Hawley, 
Blue Cross-Blue Shield; Dr. Per- 
rin Long, Johns Hopkins Univer- 
sity; C. Rufus Rorem, Philadelphia 
Hospital Council; James A. Ham- 
ilton, University of Minnesota; 
Earl Planty, Johnson and Johnson; 
Dr. Walter Bloedorn, dean of the 
George Washington School of 
Medicine. 

Present plans call for conduct- 
ing the institute twice yearly. Cost 
accounting, public relations, per- 
sonnel problems, materiel procure- 
ment and public speaking are a 
few of the subjects that the insti- 
tute will cover. Trainees will be 
required, within six months, to 
visit one or more hospitals in their 
region to keep abreast of good ad- 
ministrative technique. 

‘Professional progress alone 
cannot achieve the standard of 
service which it is desired to give 
hospitalized veterans,” said Dr. 
E. H. Cushing, in charge of the 
Veterans Administration research 
and education service. “Recogniz- 
ing this factor, the service decided 
to take the lead in promoting bet- 
ter management practices through 
a training program to be directed 
at the highest autonomous level of 
operating personnel—the hospital 
manager.” 


Psychiatric Aides 


Attendants 
tions now will have an opportu- 
nity to acquire a basic psychiatric 
education at a special training 
school at Topeka, Kan. A training- 


in mental institu- 
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program for psychiatric aides has 
been put into operation by the 
Menninger Foundation at Topeka, 
with the faculty made up of staff 
members of the foundation and the 
Topeka State Hospital. Students 
will have for their use the facili- 
ties of the state hospital and the 
psychiatric hospitals of the Men- 
ninger Clinic. 

The Rockefeller Foundation has 
contributed $70,000 to support the 
school. Under the terms of the 
Rockefeller grant, the school is 
being established for three years. 
The courses will run for 12 months, 
divided into two’six-month semes- 
ters. Students will be admitted 
every six months so that two class- 
es will be going simultaneously. 
The faculty will include psychi- 
atrists, psychiatric nurses, psy- 
chologists, psychiatric social work- 
ers and specialists in library 
science, public relations and ad- 
ministration. 

Students will be given approx- 
imately 357 hours of classroom 
work, covering general as well as 





LIFE EXPECTANCY 


Largely through the control 
of infectious diseases, the ex- 
pectation of life at birth has 
increased steadily since the be- 
ginning of the century. Figures 
from the National Office of Vital 
Statistics show that the average 
life expectancy for white women 
at birth is now 70.6 years. The 
average for men is 65.2 years. 

These figures, which are based 
on the 1947 death rate, show a 
slight increase over the expec- 
tancy in 1946. In 1946, white 
women had a life expectancy at 
birth of 70.3 years and white 
men, 65.1. 

The nonwhite population of 
the United States has a lower 
life expectancy but it is steadily 
going up. In 1947, the figure for 
nonwhite women was 61.9 years 
and 57.9 years for nonwhite 
men. In that same year, the 
average life expectancy at birth 
for the total population in the 
United States was 66.8 years. 
This is an increase of two years 
more than the statistics given 
for the country just before the 
war. 











the professional subjects. Most of 
the students’ study time will be in 
supervised clinical training on the 
hospital wards. They will partici- 
pate in treatments, staff confer- 
ences, examinations and autopsies. 

Dr. Karl Menninger, director of 
the department of education of 
the Menninger Clinic, said, “This 
program will put modern psychi- 
atric knowledge and skill into the 
hands of people who will use it in 
direct contact with patients, thus 
substituting therapy for custody 
and inactivity. It will pioneer the 
development of a new profession, 
and will inevitably lead to much 
improved status for the people who 
can do so much if they are just 
given a chance.” 


Librarians’ Standards 


A revision in the by-laws of the 
American Association of Medical 
Record Librarians now makes it 
compulsory for all candidates for 
registration after January 1, 1954, 
to be graduates of approved 
schools for the training of medical 
record librarians. Those persons 
now in medical record depart- 
ments will have until that date to 
complete their inservice training 
so that they will be qualified to 
take the examinations that are 
required for registration as med- 
ical librarians. Extension courses 
conducted by the librarians’ asso- 
ciation and the institutes conduct- 
ed by the American Hospital Asso- 
ciation count as credit toward reg- 
istration eligibility. 

Further information about reg- 
istration qualifications are avail- 
able from the executive secretary, 
American Association of Medical 
Record Librarians, 22 E. Division 
Street, Chicago 10. 


Catholic Institutes 

The Conference of Catholic 
Schools of Nursing will sponsor 
seven regional institutes for Cath- 
olic nurse educators throughout 
the country during the months of 
October, November and December. 

The main topics of discussion 
will be the principles of organiza- 
tion and administration of a school 
of nursing. In sectional meetings, 
persons attending will have an 
opportunity to discuss cost analysis 
and budget, student government, 
faculty organization and many 
other subjects of interest to nurse 
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educators. The faculty will include 
staff members of the Conference 
of Catholic Schools of Nursing and 
authorities in special fields. 

Places and dates of the institutes 
are: Boston, October 9-11; Phila- 
delphia, October 14-16; Chicago, 
October 23-25; Seattle, November 
6-8; Kansas City, Mo., November 
11-13; New Orleans, November 
20-22; Cincinnati, December 2-4. 

Further information about the 
institutes will be sent on request 
by the Central Office of the Con- 
ference of Catholic Schools of 
Nursing, 1438 S. Grand Boulevard, 
St. Louis 4. 


Parent Study Group : 


A program set up to give parents 
a better understanding of the emo- 
tional needs of their children is 
being offered this fall by the Pres- 
byterian Hospital of Philadelphia. 
Led by authoritative psychiatrists, 
the discussions will give practical 
information for raising happy, 
well-adjusted children. 

The course is planned for the 
public and is to be given one night 
a week for eight weeks. It is the 
second Parent Guidance Institute 
series of lectures given at the hos- 
pital on basic parent-child rela- 
tionships. 


Army Social Workers 


The Army medical department 
has announced a program for 
training psychiatric social work- 
ers. The program will be open to 
male graduate students of social 
case work who have already suc- 
cessfully completed one full aca- 
demic graduate year of study ina 
school approved by the Army. 
Students will be commissioned as 
second lieutenants in the Medical 
Service Corps Reserve and will 
continue their studies as officers 
on active duty. They will serve in 
the Army for two years after re- 
ceiving their master’s degrees. 


Laundry Conference 


Administrators and laundry fore- 
men of all hospitals in the Eastern 
Pennsylvania region of the Penn- 
sylvania Hospital Association were 
invited to participate in a one-day 


regional laundry conference at 


Easton (Pa.) Hospital, October 5. ° 


W. H. Green, director of house- 
keeping and laundry at Reading 
Hospital was to serve as moder- 
ator. Richard L. Suck, assistant 
Manager of St. Luke’s Hospital, 
Bethlehem, is chairman of the 
con ‘erence. 
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Cancer Facilities 


Nine institutions throughout the 
country have been granted a total 
of $3,250,000 by the National Can- 
cer Institute for the construction 
of cancer research facilities. All 
construction grants were made to 
institutions with.a strong affilia- 
tion to medical schools. The aims 
of the grants, according to Surgeon 
General Leonard A. Scheele, are 
to further cancer research by pro- 
viding more adequate facilities 
and to strengthen medical educa- 
tion. 

Those receiving grants are: 

University of Minnesota, Minne- 
apolis—$200,000 for two floors of 
clinical research at the May Mem- 
orial Medical Center now being 
built. 

University of Chicago—$240,000 
to aid construction of the seven- 
story Goldblatt Memorial Hospital 
for Cancer Research. 

New England Deaconess Hospi- 
tal, Boston—$85,000 for an experi- 
mental detection center. 

University of Kansas, Kansas 
City — $200,000 for a laboratory 
and clinical research wing at the 
University Medical Center. 

Johns Hopkins University, Bal- 
timore—$750,000 to aid construc- 
tion of cancer research facilities. 

St. Louis University — $625,000 
for a new clinical research build- 
ing at the medical school. 

Memorial Hospital for Cancer 
and Allied Diseases, New York— 
$250,000 for an experimental sur- 
gery laboratory. 

University of California, Los 
Angeles—$700,000 for a laboratory 
research wing at the medical 
school. 

University of Pennsylvania, 
Philadelphia—$200,000 for a lab- 
oratory in the diagnostic clinic 
building. 


Largest Veterans’ Hospital 


One of the largest hospitals in 
the Veterans Administration ex- 
pansion program is being planned 
for Pittsburgh. The new 1000-bed 
neuropsychiatric hospital is esti- 
mated to cost about twenty million 
dollars. Bids will be opened No- 
vember 15. 

The project will consist of 14 
buildings and will occupy 250 
acres. It is expected that it will 
take two years to build. Part of 


the project will consist of a 240- 
bed general hospital which will 
provide regular medical service 
for veterans in the Pittsburgh area 
as well as for psychiatric patients. 

The principal structure will be 
a six-story, 400-foot-long general 
medical and _ surgical building. 
This building will house the gen- 
eral hospital with its four operat- 
ing rooms and auxiliary facilities, 
two psychiatric wards and admin- 
istrative offices. 

The entire project will consist of 
the following buildings: General 
medical and surgical, admission 
and treatment, continued treat- 
ment and occupational therapy, 
recreation and library, gymnasium 
and swimming pool, disturbed pa- 
tients, infirm patients, chapel, util- 
ity, manager’s house, two duplex 
quarters, one two-story apartment 
building for nurses and interns 
and an attendants building. A con- 
tinued treatment and warehouse 
building has been planned for the 
future. 


Addition to Clinic 


Brewster Hospital at Holdrege, 
Neb. will more than double the 
size of its clinic with an addition. 
The construction project was be- 
gun late in August. The addition 
will give the hospital 30 per cent 
more space. Included in the new 
section will be waiting rooms, 
business offices, drug department, 
parlor, laboratories, staff room, file 
rooms, employees’ lounge and stor- 
age space. Two new operating 
rooms and a five-bed ward also 
will be added. 

Harold J. Hamilton is manager 
of the clinic. 


Vacationers’ Donation 


Visitors to a resort at Saranac 
Lake, N.Y., contributed more than 
$5,000 recently when the Saranac 
Lake General Hospital opened a 
community drive for $35,000. The 
money was raised in two weeks by 
the voluntary group of summer 
visitors through the sale of sub- 
scriptions and _ several benefit 
parties. 

According to Paul W. Kempe, 
administrator, the hospital is ex- 
panding present facilities and add- 
ing new ones. A new x-ray depart- 
ment, auxiliary operating room 
and emergency room will be con- 
structed. 
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Health Insurance in 


Approximately 60,995,000 per- 
sons—more than one-third of the 
population of the United States— 
were enrolled in some form of vol- 
untary hospital protection on De- 
cember 31, 1948. This figure was 
reported in a survey of hospital, 
medical, surgical and income pro- 
tection insurance published late 
in August. It was prepared by the 
Health Insurance Council’s Com- 
mittee on Survey of Accident and 
Health Coverage. 

It was reported in the study that 
the 31,246,000 Blue Cross plan 
participants represent the largest 
group of insured persons. The 25,- 
984,000 persons participating in 
other hospital plans represent the 
second largest group. These per- 
sons are covered by commercial 
insurance companies, other organ- 
izations including plans in the bi- 
tuminous coal industry, consumer- 
sponsored plans, industrial plans 
and private group clinics, and uni- 
versity health plans. 

The number of individuals cov- 
ered by some form of hospital in- 


the United States 


surance in 1948 increased 8,411,000 
—16 per cent more than the 52,- 
584,000 total in 1947. This was the 
largest numerical increase in the 
four types of insurance studied. 
Percentagewise, medical expense 
plans showed the largest growth. 
Figures for protection other than 
hospital insurance appear below 
(enrollment and number of in- 
crease figures are in thousands): 


Type of Enrollment Increase 
protection 1947 1948 Number % 
Surgical 
expense.......... 26,247 34,060 7,813 30 
Loss of 
income.......... 31,224 33,410 2,186 7 
Medical 
expense.......... 8,898 12,895 3,997 45 


Comparisons of voluntary health 
protection coverage between 1938 
and 1948 are included in the sur- 
vey. These figures show that 93 
per cent of the hospital insurance 
enrollment and almost. all of the 
surgical and medical enrollment 
have been registered since 1938. 

In 1938 there were 3,200,000 
persons enrolled in Blue Cross and 
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THE RAPID GROWTH of certain types of voluntary accident and health insurance from 1938 
to 1948 is charted above. Each kind of coverage is identified by letter as follows: A, 
hospital expense under Blue Cross; B, hospital expense under group policies; C, surgical 
expense under group policies; D, surgical expense under medical-scoiety-sponsored or Blue 
Cross-affiliated plans; E, individual policies for hospital care; F, individual policies for 
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surgical care. The bulk of health insurance coverage is included in these six groups. 






other hospital insurance plans, so 
that these agencies showed a 44.- 
000,000 increase in the 10-year 
period. During the same time, the 
number of persons with surgical 
protection (group insurance and 
plans sponsored by medical soci- 
eties or affiliated with Blue Cross) 
increased from 100,000 to 24,400,- 
000. No figure was reported for 
1938 medical expense member- 
ship, including insurance spon- 
sored by medical societies, those 
affiliated with Blue Cross or group 
plans. The 1943 membership was 
800,000 and within four years this 
increased to 7,500,000. 

Not all persons having health 
insurance are represented in the 
survey. Those omitted include 
persons covered by compulsory 
insurance plans, persons coming 
under the Railroad Unemploy- 
ment Insurance Act or workmen’s 
compensation, commercial acci- 
dent and group accidental death 
and dismemberment policy hold- 
ers, persons getting complete med- 
ical care such as members of the 
armed forces and persons in public 
institutions, war veterans receiv- 
ing certain medical care and dis- 
ability benefits and personal lia- 
bility policy holders. 

This is the second survey of vol- 
untary health insurance prepared 
by the Health Insurance Council. 
The first was published last No- 
vember. 


Unemployment and Admissions 


The similarity between the rise 
and fall of employment and the 
increase and decrease in hospital 
admissions has been pointed out 
in a study made by the New 
Hampshire-Vermont Hospitaliza- 
tion Service, Concord. Results of 
the study were distributed by the 
Blue Cross Commission. 

Included in the report is a chart, 
prepared by the plan, which in- 
cludes the period from January 
1947 through June 1949. A striking 
similarity between hospital admis- 
sions and unemployment claims is 
indicated on the chart where three 
peak periods of rises in unemploy- 
ment claims are accompanied by 
increased hospital utilization. The 
peaks were in June of 1947, May 
and June of 1948, and April 1949. 

According to Antone G. Singsen, 
assistant director of the commis- 
sion, a study of the relationship 


HOSPITALS 








PER 1000 PARTICIPANTS 


Days 





















































own 


oe ae Of 





between unemployment and hos- 
pital trends may provide some 
indication of future hospital utili- 
zation trends based on anticipated 
changes in unemployment. 

A study of this relationship in 
the 48 states has been undertaken 
by the commission’s Actuarial and 
Statistical Division. Figures on un- 
employment, beginning in January 
1947, have been obtained from the 
Bureau of Employment Security, 
Social Security Administration. 
These will be compared with ad- 
mission rates for local plans now 
on file at commission headquarters. 
Results of the national study will 
be published soon. 
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ADMISSION-STAY 


The admission rate for Blue Cross 
plan patients was 115 per thousand 
participants in July, a drop of 19 from 
the peak June rate of 134. This figure 
is the same as that reported for Janu- 
ary 1949 and is the lowest admission 
figure for the year. The July 1949 
rate also was lower than the average 
reported a year ago when the rate 
fell to 120 from the 1948 high of 132 
admissions in June. 

The length of stay for Blue Cross 
plan patients continued to decrease in 
June, when the reported average was 
7.09 days, somewhat lower than the 
May average stay of 7.35. Admissions 
for plan members have been consist- 
ently lower in 1949 than in either of 
the previous two years. In June of 
last year the average reported was 
7.31 and in 1947 the average length 
of stay for June was about 7.75 days, 
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Scientifically Planned 


Central Service Rooms... 


CAsTLE engineers do continuous research on the problem 
of Central Service Rooms in the hospital. They are glad to 
consult with you on your particular requirements . . . to 
show you where and how to locate and equip your Central 
Service Room for maximum efficiency. 


WRITE: Wilmot Castle Company, 1184 University Ave., 
Rochester 7, N. Y. 





Central Sterile Service, installed be- 
tween 2 surgeries, provides for wash- 
ing and sterilizing instruments, sterile 
water, emergency sterilization of in- 
struments. 


Central Sterile Service for Sur- 
gery, dry goods, sterile water, 
utensils and instruments. A spe- 
cialized service designed for spe- 
cial needs. 





Central Service Room with pro- 
vision for bulk sterilization of 
dry goods and utensils and pro- 
duction of pure distilled water. 





General Supply Service for bulk 
sterilization of dry goods and 
utensils. Car and carriage safe- 
guard technique and _ facilitate 
continuous operation. 


LIGHTS AND 


STERILIZERS 
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Lag in Congressional Activity 


With members of the House on 
vacation most of the month and 
Senators free for one week, Sep- 
tember was the least productive 
month of 1949 to date as far as 
health, hospital and medical leg- 
islation was concerned. The Sen- 
ate’s time chiefly was taken up 


with foreign affairs and little at- 
tention was given to health prob- 
lems. Health measures were not 
entirely dormant, however, and 
by no means were forgotten. 
Hill-Burton: H.R. 5903, the House 
version of the Hill-Burton amend- 
ments (see HospiTats for Sep- 
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Rapier-pointed 
“BLUE LABEL’’ 
NEEDLES 


Minimize Trauma, Pain and Leakage 


Conventional hypodermic needles are like miniature biopsy 
needles—they cut out tiny cylinders of tissue removing 
nerve elements. In tissue so traumatized, pain lingers and 
the medication may leak out along the path of the needle. 
The rapier-points and rounded edges of ‘Blue 
Label” Needles are designed to penetrate by parting 
rather than by painfully slicing tissue fibers. Rapier-points 
are stronger—stay sharp longer because they contain 
more metal than conventional needles. These 
hand-honed needles are subjected to painstaking control 
and inspection at every stage of manufacture to insure 
freedom from chips, burrs and abrasives. Thus, 
“Blue Label’’ Needles offer hospitals definite savings 
in time and money. Why not order a supply today from 
your nearest surgical supply dealer? J. Bishop & Co. 
Platinum Works, Medical Products Division, Malvern, 
Pa. In Canada: Johnson Matthey & Mallory Co., 
Ltd., 110 Industry Street, Mt. Dennis, Toronto 16. 
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tember, page 134), was reported 
favorably out of the Interstate and 
Foreign Commerce Committee late 
in August, three days before the 
House became inactive. At that 
time the measure was placed on 
the consent calendar, ready for 
further discussion as soon as the 
House resumed activity. 

H.R. 5903 provides the same ex- 
tension for Hill-Burton as does 
S.614 and increases annual appro- 
priations by the same amount, 
from $75,000,000 to $150,000,000. 
But H.R. 5903 differs from S.614 
in these respects: 

1. It provides that any state 
may establish objective criteria for 
varying the percentage of federal 
funds in approved projects within 
limits of one-third and two-thirds 
of total cost. This means a state 
agency might set the federal per- 
centage at two-thirds for a poor 
community; at one-third for a 
wealthier one. On the other hand, 
the state, if it so desired, could set 
a uniform federal percentage for 
all projects. 

S.614 provides that the Hill- 
Burton allotment formula would 
be used to set the federal percent- 
age in each state with a higher 
percentage of federal funds in 
projects in poorer states. 

2. H.R. 5903 also provides that 
hospitals on which construction 
has been begun without federal 
aid—and which have ceased con- 
struction because of lack of funds 
—would be able to participate in 
the Hill-Burton program if the 
projects conformed generally to 
regulations and if funds allotted to 
the state were sufficient. S.614 
makes no provision for such “hard- 
ship” cases, an issue which has 
caused considerable discussion and 
excitement in both chambers of 
Congress. 

After passage by the House, 
H.R. 5903 probably will go to con- 
ference committee for reconcilia- 
tion of differences between House 
and Senate versions so that each 
house can approve any changes. It 
is expected that eagerness in both 
houses to extend the Hill-Burton 
program will bring about satisfac- 
tory agreement. Various technical 
amendments requested by the 
Federal Security Agency for bet- 
ter administration of the program 
have been included in both House 
and Senate bills, including a grant 
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of funds to the Public Health Serv- 
ice for making studies on the de- 
velopment and coordination of 
hospital services and resources. 
Public health study: On Septem- 
ber 13, the Senate subcommittee 
on health bills approved a meas- 
ure authorizing a $200,000, 18- 


month preliminary study by the. 


Public Health Service to formu- 
late methods for carrying out a 
proposed survey of chronic and 
degenerative diseases throughout 
the country. The bill (58.2211) 
originally provided for the survey 
itself, but the insistence of Senator 
Taft led to adoption of the prelim- 
inary study plan. 

Also on September 13, the sub- 
committee, with Senators Pepper, 
Murray and Donnell in attend- 
ance, acted favorably on a Public 
Health Service act amendment es- 
tablishing uniform rules for mem- 
bership on advisory councils of 
the National Institutes of Health. 

Minimum wages: According to 
bills passed in both House and 
Senate last month, the minimum 
wage in the Wage and Hour Act 
will be raised from 40 cents to 
75 cents an hour if Senators and 
Congressmen iron out a few dif- 
ferences in detail. Hospitals would 
be exempt under the new law, but 
would be affected indirectly by 
competition in the labor market. 
Eventually, an increase in mini- 
mum wages is expected to have a 
direct influence on all wage scales. 

Other highlights: Since the legis- 
lative report in HospITa.s for Sep- 
tember went to press, the House 
passed the Allen bill (H.R. 6022) 
increasing the salaries of Veter- 
ans Administration physicians, 
dentists and nurses. Almost simul- 
taneously, Rep. John Rankin (D., 
Miss.) lost his fight to nullify the 
16,000-bed cutback in veterans 
hospital construction, and the Sen- 
ate passed S.522 to increase fed- 
eral aid to local public health 
units. 

The House has not yet taken 
final action on measures concern- 
ing local public health units nor 
any other major health bill. 
Whether it will pass any of the 


ucation and other bills on its 
docket. 

H.R. 6000, the social security 
bill of the House Ways and Means 
Committee had a good chance of 
passing in the House early in Sep- 
tember, but Senate action seemed 
improbable before spring of 1950. 

In the meantime, all Washing- 
ton still was wondering how much 
of a setback the defeat of the Pres- 

















ident’s reorganization plan (to cre- 
ate a department of welfare) 
would be to compulsory health 
insurance. As_ predictions were 
made, the Senate Committee on 
Expenditures in the Executive 
Departments contemplated hear- 
ings on §.2060, a proposal to allow 
greater autonomy to each of the 
divisions of health, education and 
welfare in a new department. 
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HILLYARD’S Super Shine-All 


The Safest, Cleanest, Most Economical Hospital Floors In 
The World Are Under Super Shine-All Protection Right Now! 

HILLYARD’S Super SHINE-ALL, approved by Under- 
writers Laboratories as “Anti-Slip”, is the one cleaning material 
that can be used on every kind of resilient floor with safety. 
It contains 100% active cleansing ingredients — leaves no 
scummy, sticky film or abrasive residue like ordinary soaps and 


powders. 


Cuts Floor Labor Costs In Half 
Being a neutral chemical cleaner, Super SHINE-ALL elim- 
inates rinsing, the time-consuming task that doubles labor 
costs. It is the only cleaning material that cleans and preserves 


all types of floors... 


in half the working time. Investigate 


HILLYARD’S Super SHINE-ALL for your floors today! 
REMEMBER... » HILLYARD’S nation-wide staff of 


aintaineers’”’ offers you expert 


floor consultation service. No charge 
—just CALL, WRITE OR WIRE FOR 
THE NAME OF YOUR NEAREST 
HILLYARD ‘“MAINTAINEER”’. 


ST. JOSEPH, MISSOURI 


Branches in Principal Cities 


Measures now pending in commit- 
tee prior to adjournment of the 
first session is problematical. The 
House subcommittee on health leg- 
islation is scheduled, soon after the 
return of members studying Bri- 
tish and other European health 
programs, to resume consideration 
of school health services, local pub- 
lic health units, aid to medical ed- 
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Pan American Hospital Study Section 


A new section of the Pan Amer- 
ican Sanitary Bureau, set up to 
deal with problems of hospital 
construction and administration, 
has been established by that or- 
ganization’s executive committee. 
One of the first programs to be 
undertaken is the organization of 


the Third Inter-American Institute 
for Hospital Administrators which 
will be conducted in Rio de Jan- 
eiro, Brazil, in April 1950. The 
Brazilian government has appro- 
priated a grant to cover part of 
the cost of organization of the 
short, intensive course for hospital 
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administrators. The academic pro- 
gram will be conducted in Spanish, 
Portuguese and English, with the 
use of an international translator. 

The new hospital section also 
has been organized to act as a 
technical consultant office for the 
participating governments. Prob- 
lems of surveying, planning and 
equipping hospitals, and modern 
methods of administration will be 
studied as requested by the min- 
istries of health of each participat- 
ing country. 

Felix Lamela was appointed 
chief of the section with offices at 
the bureau’s headquarters — in 
Washington, D.C. The executive 
committee also extended sponsor- 
ship of the bureau to the Inter- 
American Hospital Association. 


Public Relations Group 


Public relations directors of Chi- 
cago hospitals have organized a 
group to promote a better under- 
standing of hospital public rela- 
tions problems with hospital ad- 
ministrative staffs and the press 
and radio. Through the organiza- 
tion, called the Chicago Hospi- 
tal Public Relations Association, 
members will have an opportunity 
to meet every other month for the 
purpose of exchanging informa- 
tion and ideas about activities and 
policies. : 

Officers of the new association 
are: President, Mrs. Germaine 
Febrow, St. Luke’s Hospital; vice 
president, Scott Jones, Wesley Me- 
morial Hospital; secretary-treas- 
urer, Neola Northam, Children’s 
Memorial Hospital; membership 
chairman, Mrs. Florence Hyde of 
Presbyterian Hospital; program 
chairman, C. Lincoln Williston, 
University of Illinois Hospital. 

Some of the panel discussions 
planned now will take up medical 
and hospital publicity ethics, press 
relations and the press code. 


Nursing Home Group 


Superintendents of nursing 
homes throughout the country con- 
ducted a meeting September 14-15 
at Toledo to form a national asso- 
ciation. To be known as the Amer- 
ican Association of Nursing Homes, 
it will give nursing home operators 
and others interested in the hous- 
ing and care of older people an 
opportunity to meet annually. 
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BABY IDENTIFICATION 


No errors, no question of identification 
when Deknatel ‘‘Name-On’”’ beads are 
sealed on at birth. They stay on until cut 
off when baby leaves the hospital. Attrac- 
tive, sanitary, virtually indestructible. 
They’ve proved their value in hospitals 
all over the country since 1920. Origi- 
nated and produced by J. A. Deknatel 
& Son, Queens Village 8, Long Island, 
New York 
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your DON Salesman. In Chicago, Phone CAlumet 5-1300. FRANK A. HALL & SONS 


Since 1828 


200 Madison Avenue, New York 16, N. Y. 
EDWARD ote) | * COMPANY Factories at 120 Baxter Street, New York and Southfields, N. Y. 
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Study of Centralization of Services 


Minneapolis voluntary hospitals 
are making plans to conduct a ma- 
jor study for the purpose of deter- 
mining whether the merging of 
some of their activities can reduce 
costs and improve their service to 
patients. The study will show 


whether or not it would be advis- 
able to establish a central laundry, 
a central purchasing department 
and other centralized. services to 
be used by all hospitals in a given 
area. 

The study is the result of dis- 


cussions by hospital trustees and 
administrators in the Minneapolis 
area who have been concerned 
with the problem of lowering the 
costs of hospital care without low- 
ering the quality of hospital serv- 
ice. A community survey to deter- 
mine the quality and type of hos- 
pital facilities needed in that area 


will be the first step in the investi- 
gation. Then a long-range pro- 
gram designed to meet discovered 
needs will be developed. 

The final step will be to set up 
a plan for integrating certain facil- 
ities of the cooperating hospitals. 
A master chart or blueprint, which 
individual hospitals can use to 
plan future expansion of their 
facilities, will be drawn up. The 
sponsors believe that this will pre- 
vent future overlapping of func- 
tions and duplications of facilities. 

Preliminary plans for the study 
were developed by the Minnea- 
polis Hospital Research Council. 
Speaking for the Council Charles 
Bolles Rogers, its president said, 
“So far as direct services to pa- 
tients are concerned, the hospitals 
should never seek to duplicate as- 
sembly line methods of treatment 
in an effort to reduce unit costs. 
The human services they render 
are in many cases as important as 
the scientific.”” Mr. Rogers also ex- 
plained that those hospital activ- 
ities which the patient never sees 
would best lend themselves to 
centralization. 

The voluntary hospitals which 
are cooperating in the study are: 
Abbott, Asbury, Eitel, Fairview, 
Maternity, Minneapolis General, 
Mount Sinai, Northwestern, St. 
Andrew’s, St. Mary’s, Sheltering 
Arms, Swedish, University of Min- 
nesota Hospitals, Lutheran Dea- 
coness Home and Hospital, Eliza- 
beth Kenny Institute and Glen 
Lake Sanatorium. 

Officials in charge of the investi- 
gation expect that the major part 
of the study will be completed by 
the end of this year. Both the Pub- 
lic Health Service and the Minne- 
sota Department of Health have 
pledged active support. 





The especially fine serrations of 
the LOKTITE Control—originated 
and perfected by Haslam — give 
the surgeon maximum precision 
in controlling the degree of in- 
strument expansion. It locks se- 
curely and safely, yet releases in- 
stantly by slight pressure on the 
lever. “LOKTITE” is the mark of 
a dependable instrument. 


AVAILABLE 
ON THE FOLLOWING INSTRUMENTS 


Beckman’s Thyroid Retractor 
Jackson's Goitre Retractor 
O’Sullivan-O’Connor’s Abdominal 
Retractor 
O’Sullivan’s Abdominal Retractor 
Steven’s Eye Needle Holder 
Weitlaner’s Retractor 
Denhardt's Mouth Gag 
Doyen’s Mouth Gag 
Fulton’s Mouth Gag 
Jennings’ Mouth Gag 
Wolf’s Mouth Gag with Tongue 
Depressor 
Boettcher’s Tonsil Haemostat 
Crume’s Tonsil Needle Holder 
Beach’s Rectal Speculum 
Barr’s Rectal Speculum 
Dudley-Smith’s Rectal Speculum 
O’Sullivan-O’Connor’s Vaginal Speculum 
Gelpi’s Perineal Retractor 
Wesson’s Perineal Retractor 


Welfare Care Payments 


A bill to increase state and local 
reimbursements to hospitals in 
Massachusetts has been passed by 
the Massachusetts State General 
Court (legislature) and signed by 


FRED HASLAM & CO., INC. 
83 PULASKI STREET * BROOKLYN 6, NEW YORK 
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Look at these 
Surgeon Pleasing Features! 


Flat banded cuffs—an exclu- 
sive Pioneer development that 
stops wrists from rolling down 
during surgery — reduces tear- 
ing, too. 


Comfort-fitting — all Rollprufs, 
both latex and neoprene are 
more comfortable, less tiring 
over periods of long wear. 


Durable — sheer, to give added 
sensitivity to your surgeons fin- 
gers, yet tough, Pioneer-proc- 
essed to stand extra sterilizing, 
giving you longer glove life for 
your money. 


Pioneer Rollprufs— are made of finest natural latex and 
of DuPont neoprene. Neoprene Rollprufs are made in 
the new hospital green color for easy sorting, are free of 
the dermatitis-inducing allergen sometimes found in 


natural rubber. 


Specify. Rollprufs on your next order — insist on 
them from your supplier—or write us. The Pioneer 


Thousands of hospitals all over the country 
rely on Rollprufs — because Rollprufs give 


Rubber Company, 749 Tiffin Road, Willard, Ohio. 


surgeons better, more ye rey hand 
protection — last longer, and cost less in D 
Sr Ss 





See our complete Surgical Glove Catalog in Hospital Purchasing File = ee 
The Result of Over 30 Years of Quality Glove Making 











SAFETY and perfect comfort for the patient 


The (removable) plastic dome keeps the patient breathing, while the Emerson Iron Lung is opened for nursing 


care, such as hot-packing shown above. 


J. H. EMERSON CO. 22 Cottage Park Ave., 
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the governor. Sponsored by the 
Massachusetts Hospital Associa- 
tion and other hospital, medical 
and nursing groups, the bill re- 
quires that beginning in 1950 the 
state and municipal governments 
must pay full costs to Massachu- 
setts hospitals for care given to 
the aged, dependent children and 
welfare patients. The costs, how- 


ever, cannot exceed $10 per diem. 
Formerly the ceiling was $8 a day. 

According to Theodore W. Fabi- 
sak, executive secretary of the 
Massachusetts Hospital Associa- 
tion, the higher reimbursement 
rate will mean an additional in- 
come of $4,500,000 to voluntary 
hospitals in the state. 

The program in support of the 














~ @ No Wiping 
© No Nose Irritation 
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In school and hospital kitchens it is 
economically important that hand 
dishwashing be a fast operation 
... and it is equally important that 
a high degree of sanitation be 
maintained. Midland Dishwashing 
Compound liquid cleanser, answers 
both needs. Try it! Full particulars 
sent on request. 





Af) Midland | FeV eleye-tie) at -%> * DUBUQUE, IOWA 





bill dates back to 1948 when the 
Joint Committee for the Study of 
Hospital Costs and Finances was 
organized in the state to conduct 
an intensive public acceptance 
campaign. A full report on the en- 
deavor was reported in HOSPITALS 
for June 1948, page 41. 

It is expected that other govern- 
mental agencies of the state, which 
are currently reimbursing hospi- 
tals for services below the new $10 
per diem ceiling, will correspond- 
ingly increase their rates of pay- 
ment and thereby further increase 
the income to hospitals from this 
source of revenue. 


Brookings Study 


Stating that it will depend in 
large measure upon assistance giv- 
en by the American Hospital Asso- 
ciation, Blue Cross, Blue Shield 
and other national organizations 
in the field of health, the Brook- 
ings Institution has announced 
that it is beginning a comprehen- 
sive survey of medical service in 
the United States. The study is 
expected to take two years. 


A staff of eight fulltime workers 
will be employed for the study. 
Consultants in specialized fields 
will be engaged as the needs arise. 
Efforts will be made to examine 
into the scope and character of 
medical and hospital services ren- 
dered not only privately but by 
industry, trade unions, philan- 
thropie and fraternal organizations, 
cooperatives, local and _ national 
prepayment systems and other en- 
terprises. Those provided by the 
federal government, notably to 
veterans and to dependents of 
servicemen, also will come within 
the cognizance of the survey, as 
will commercial indemnity plans. 

According to present plans, the 
investigation will lead to publica- 
tion of two volumes, the first sta- 
tistical and the second evaluative. 


Red Cross Recruitment 


With the 1949 polio incidence at 
the beginning of September almost 
double that of the same date in 
1948, the American Red Cross is 
conducting an intensive campaign 
to recruit nurses for polio duty. 
From January 1 of this year 
through September 8, the Red 
Cross made 1,327 nurse assign- 
ments to polio duty in 35 states 
and the District of Columbia. Of 
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Building maintenance, repair work and general 
housekeeping represent one of your major ex- 
n- penses. Like others, you too will find the Baker 
1S, Scaffold one of your most important labor and 
al money saving pieces of equipment for off-the- 
n- floor work. 
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. +. compact storage, no loose parts, can be car- 
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these, 1,168 assignments have been 
made since July 1. During the 
week of September 2 through Sep- 
tember 8, assignments of 139 nurs- 
es were made. 

The Red Cross is placing special 
emphasis on nurse recruitment 
this year because of the sharp rise 
in the polio rate over that of last 
year. With the week ending Sep- 
tember 3, the Public Health Serv- 
ice has reported 3,197 new cases 
compared to 1,505 new cases dur- 
ing the same period in 1948. Since 
January 1 of this year, there is a 
total of 23,740 cases compared to 


12,657 cases for the first eight 
months in 1948. 

The Red Cross polio nurse re- 
cruitment program is conducted 
cooperatively with the National 
Foundation for Infantile Paralysis. 


New Domestic Prelate 


The Rev. John J. Barrett, presi- 
dent of the Catholic Hospital As- 
sociation and archdiocesan director 
of hospitals of Chicago, has been 
named domestic prelate by Pope 
Pius XII. The announcement was 
made by Cardinal Stritch. This 
honor is bestowed for life and car- 
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ries the title of Right Reverend 
Monsignor. 

Monsignor Barrett was a mem- 
ber of the Board of Trustees of the 
Association for three years—1946 
through 1948. From 1945 through 
1947, he was a member of the 
Committee on Government Pur- 
chase of Hospital Service of the 
Council on Government Relations. 
This year Monsignor Barrett was 
a member of the organizing com- 
mittee of the proposed national 
study of hospital finance. 


New Publication 


A new journal, written for those 
interested in the field of peripher- 
al vascular diseases, will begin 
publication next February. The 
magazine, Angiology, the Journal 
of Peripheral Vascular Diseases, 
will be edited by Dr. Saul S. Sam- 
uels, chief of the department of 
peripheral arterial diseases, Stuy- 
vesant Polyclinic, New York City. 

In addition to Dr. Samuels as 
editor-in-chief, the associate edi- 
tors named are: Dr. Alton Ochs- 
ner, Tulane University; Dr. Keith 
Grimson, Duke University; Dr. Leo 
Loewe, Long Island Medical Col- 
lege; Dr. D. W. Kramer, Jefferson 
Medical School, and Dr. Gerald 
Pratt of the New York University 
Medical School. Several  well- 
known foreign physicians also will 
be associate editors. 

About 600 pages a year will be 
published. The Williams and Wil- 
kins Company of Baltimore will 
be the publishers. 


Warning to Hospitals 


Hospitals throughout the coun- 
try are warned by Dr. L. F. Beu- 
chat of the Mount San Rafael Hos- 
pital, Trinidad, Colo., to watch for 
a man, calling himself David Sand- 
ers, who is making applications 
for medical care and _ hospitaliza- 
tion for his pulmonary condition. 
He claims to have been in the Mer- 
chant Marine and that he was cap- 
tured during the war and held as 
a Japanese prisoner. He says he 
has a fungus infection of the lung 
for which he has been operated 
upon. Several chest scars are vis- 
ible. 

According to Dr. Beuchat’s no- 
tice, the man is 5 feet 6 inches tall, 
weighs about 150 pounds, has 
black short-cropped hair with 
gray in it. He has rather prom- 
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Sanelles 


Now Bring to Hospitals 


GREATER SAFEGUARDS 
AGAINST INFECTION 


by providing 


SEAMLESS 
WHITE PORCELAIN 
INNER PAILS 


IN MODEL H-12-E... 


these practically stainless, 
gleaming white pails are made 
of high-fired, genuine three- 
coat porcelain enamel over 
heavy gauge steel, highly re- 
sistant to chipping. Their 
glass-like surfaces are quickly 
wiped clean. Nothing can 
equal them for satisfying the 
most discriminating _ profes- 
sional standards of cleanli- 
ness. Now available in 12 
quart (H-12-E) and 16 quart 
(H-16-E) capacities, in the 
popular Model “H” Sanette. 


Also in MODEL M-12-E... 


the newest Sanette profession- 
al waste can so widely used 
in clinics, wards, operating 
rooms, kitchens, nurseries and 


medical offices. In 12 quart —" . 
Nine lives and many more are easy claims 


size only. 


Both Styles Available In 
STAINLESS STEEL 


for Boontonware. That's because it's molded of 
MELMAC* by top-flight custom molders, at 
just the right weight for lasting durability. 


Sleek, to be sure. Smooth, lustrous and avail- 
able in four permanent pastel colors: BLUE, 
GREEN, YELLOW and BUFF. So quiet to use; 
a wonderful change for crowded eating rooms 
and busy kitchens. 

Stays bright when washed with recommended 
detergents. 

*REG. U. S. PAT. OFF. 

Height Ser ne” Sq. NATIONAL DISTRIBUTOR 

PARKER D. PERRY INCORPORATED 
Your dealer can supply these 729 Boylston Street, Boston 16, Mass. 
professional Sanettes. Illus- 
trated folder S-327 on re- 
quest. 








Available at leading 
MASTER METAL Hotel, Restaurant 


STAINLESS STEEL PRODUCTS and Hospital Supply 


Model H-20-AS Inc. Dealers. 
Height 17/2”, Dia. 11/2” 271 Chicago St., Buffalo 4, N.Y. 
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BAKER has 
distributed linens ex- 
pressly woven for the 
hospital and _institu- 
tional fields ... linens 
guaranteed to last 
longer and give 
greater satisfaction. 











VINETHENE 


Vinyl Ether For Anesthesia 
U.S. P. Merck 


An Inhalation Anesthetic for 
Short Operative Procedures 


ALSO USEFUL: 


© For Induction Prior to Ethyl 
Ether 


© To Complement Nitrous 
Oxide— Oxygen 


MERCK & C0., Inc. RAHWAY, N. J. 
Manufacturing Chemésts 
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inent nostrils, a nose which ap- 
pears to have been broken and 
poorly set, and very irregular 
teeth. He talks with a slight lisp 
and a foreign accent, is a good 
mixer and convincing talker. He 
appears to be about 42. 

He is alleged to offer payment 
of his bills by check, saying that 
he is without sufficient funds until 
he can get in touch with his bank. 
It has also been reported that he 
will offer a sum of money in the 
form of a check as a contribution 
to the hospital. These checks have 
been returned marked “no such 
bank.” 

Hospitals are advised to contact 
the district attorney’s office at 
Trinidad, Colo., if this man applies 
for care. 


Miners’ Benefits 


Eligibility rules for benefits un- 
der the United Mine Workers hos- 
pital and medical care program 
were revised September 1. The 
revisions are: Full benefits—hos- 
pitalizations, medical care and 
drugs—are available to disabled 
union members receiving cash dis- 
ability grants, widows receiving 
assistance grants, dependents of 
such members and widows, and 
orphans and children of deceased 
members. 

Similar privileges are accorded 
to persons in the same categories 
who are not receiving cash grants 
because of outside income provid- 
ed such income is below a certain 
level. If it is in excess, benefits are 
limited hospitalizations and med- 
ical care while hospitalized. 


Union members on pensions, to-, 


gether with their wives and minor 
children, also are eligible for com- 
plete services: Hospitalization, 
medical care while hospitalized, 
home and office care by physician 
and drugs as prescribed by the 
attending doctor. 

Working or idle members, and 
family members, are limited to 
hospitalization and medical care 
while hospitalized. 


Campaign Results 


Officials of the National Society 
for Crippled Children and Adults 
have reported that to date ap- 
proximately $6,000,000 have been 
contributed to the 1949 Easter seal 
campaign. On the basis of these 
returns, the 1949 drive shows 
promise of a one-half million dol- 
lar increase over the 1948 returns. 


The additional funds will mak 
possible the expansion of services 
to cerebral palsy clinics, consulia- 
tion in*speech difficulties, occuj:a- 
tional and physical therapy, em- 
ployment services to the handi- 
capped and many other activities 
that are supported almost entirely 
by Easter seal campaign funds. 
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INSTITUTIONAL MEMBERS 


ARKANSAS 
Jonesboro—St. Bernard’s Hospital 
Little Rock—Arkansas State Hospital for 
Nervous and Mental Diseases 


CALIFORNIA 


Springville—Tulare-Kings Cos. Joint 
Tuberculosis Hospital 


KANSAS 
Kingman—Kingman Memorial Hospital 


KENTUCKY 
Bowling Green—Bowling Green City 
Hospital 


MAINE 
Portland—Portland City Hospital 


MISSOURI 
West Plains—Christa Hogan Hospital 


NORTH CAROLINA 
Albemarle—Stanly County Hospital, Inc. 


OREGON 
Sweet Home—Langmack Hospital 


PENNSYLVANIA 


Philadelphia—Salvation Army Booth 
Memorial Hospital 


TEXAS 
Fort Worth—Dorsey Hospital 


WASHINGTON 
Chelan—Lake Chelan Community Hospital 


CANADA 
Halifax—Nova Scotia, Children’s Hospital 


PERSONAL MEMBERS 


Atkin, Walter W.— Bus. Mgr. — Trumbull 
Memorial Hospital—Warren, Ohio 

Bailer, Martha M.—Exec. Secy.—American 
Association of Medical Record Librarians 
—Chicago 

Banze, Dena M.—Purch. Agent—Children’s 
Hospital of Pittsburgh 

Bentz, John W.— Admin. Asst. — Wesley 
Hospital—Wichita, Kans. 
Bomer, Fred J.—Asst. Admin.—East Ten- 
nessee Baptist Hospital—Knoxville _ 
Burd, Frederick S.—Dir—Holland (Mich.) 
City Hospital . 
Crowley, Nancy—Per. Dir.—The Queen's 
Hospital—Honolulu, T. H. 

DeLuca, Anthony J. — Admin. Intern — 
Mount Sinai Hospital—Cleveland 

Eberhardt, Fred T.—Asst. Admin.—Man- 
chester (Conn.) Memorial Hospital 

Edmondson, Vina N.—Secy.-Admin.’s Of- 
fice — Jefferson Hillman Hospital — Bir- 
mingham, Ala. 

Falcovich, Bernard—Admin. Asst. & Bus. 
Megr.—Cleveland State Receiving, Hospl- 


tal 

Finney, Barbara Hall—Exec. Hskpr—Peter 
Bent Brigham Hospital—Boston 

Gallagher, John J.—Exec. Officer—Veter- 
ans Administration Hospital—Memphis, 
Tenn. 

Gay, Daniel E.—Dir.—Lankenau Hospital— 
Philadelphia : 

Gilbert, John C., Jr—Admin.—Kings Moun- 
tain Memorial Hospital—Bristol, Va. |. 
Gregg, Frank H.—Exec. Dir.—Methodist 
Evangelical Hospital—Louisville, Ky. 
Hamilton, Helen M.—Supt.—Hunt Memo- 
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ANY Hour .. . . EVERY Hour 
AUTOMATIC SERVICE 


ELECTRIC-AIRE 
HAND DRYERS 


24 Hours every day, including Sunday 
—the ELECTRIC-AIRE is always on 
the job for thoro-drying, chap-free 
hands—in as little as 20 seconds. 
There’s never a towel shortage—nor 
unsightly towel-litter cluttering up the 
place. Nor are there towel-clogged 
toilets, requiring costly plumbing 
work—nor is there danger from fire— 
REMEMBER EFFINGHAM! Ap- 
proved by Underwriters’ Laboratories. 
Doctors, employees, patients and vis- 
itors will all appreciate this sanitary 


Serh os ne ™ service! 
wie ae a te Save 85% to 90% of Costs and ALL 


Rugged the ANNOYANCES of Towels 








HAND 
DRYERS DRYERS 








Your Nurses and 


Patients Will Ap- 
preciate These 
HAIR DRYERS 


Every dormitory needs at 
least one ELECTRIC- 
AIRE Hair Dryer. Your 
nurses and convales- 
cent patients want 
this service—even if 
dryer requires a coin. 
(Both coin and free 
service types avail- 
able.) Coin operated 
runs 5 minutes for 5 
cents; free service 
shuts off automati- 
cally in 3 minutes. 
The ELECTRIC- 
AIRE thoroughly 
dries hair with gen- 
tly blown warm air 
in 3 minutes. Re- 
duces colds! Speeds 
locker room. traffic. 
May be used in an 
emergency to dry 
he hose and lingerie. 
. Quiet! Safe! 
All ELECTRIC-AIRE equipment is backed by 28 years experi- 
ence in this field and a two year guarantee. It is built to give 
service—not require it! These dryers will soon pay for themselves 
in their savings alone, to say nothing of stamping and advertising 
your hospital washrooms as being modern and sanitary, and your 
institution as being considerate of its visitors. 


e Easy to Install in New or Old Buildings 


Send for full information about ELECTRIC-AIRE 
heavy duty Hair and Hand Dryers 


Electric-Aire Engineering Corp. 


Phone WEbster 9-4564 209 W. Jackson Blvd. 
CHICAGO 46, ILL. 
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GOMCO ROTARY 
BREAST PUMP 


Provides 


FREEDOM FROM CONTAMINATION 
PATIENT COMFORT e ALL-AROUND 
PERFORMANCE e QUIET OPERATION 
TROUBLE-FREE PERFORMANCE 
SPACE SAVING e ATTRACTIVE 
APPEARANCE 


USING a sturdy rotary pump (rather 
than cylinder piston type) this 
Gomco Breast Pump gives CONTINUOUS 
suction . . . keeping any contaminated 
air columns from being re-circulated. 

The Gomco Rotary Breast Pump is 
particularly safe for the patient, too, 
because she can easily control the degree 
of suction. 

The unit as a whole is quiet running, 
light and compact. No visible moving 
parts, no valves or pistons to wear out. 
Glass trap, removable for cleaning, pre- 
vents damage to pump from overflow. 
Glass nipple shields and rubber covers fit 
the two 4 oz. bottles, on which feeding 
nipples can be attached. A truly con- 
venient and long-lasting breast pump, 
appreciated by patient and physician 
alike. 


Write for the Gomco catalog. 
Contains helpful data 
on every Gomco product. 


GOMCO 
SURGICAL MANUFACTURING{CORP. 


820H E. Ferry St. Buffalo 11, New York 


GUMUZ eauipment 
Fostering Tmproved “Jechutes 
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Keep your pillows fresh, aon ‘and sanitary 
. . . eliminate pillow cleaning costs with 
Clarvan Hospital Pillow Covers. Made of 
finest virgin Vinyl film... soft and noiseless 
yet tough and durable. Electronicall 

welded seams, completely waterproof, 
stainproof and resistant to most acids. Easily 
washed and sanitized. Made with zipper or 
flap type closure, to fit standard 21x 27” 
pillows. Indispensable for many types of 
allergy. Will save their original cost many 
times over. Complete details from your hos- 
pital supply source, or write direct today. 


Approved by Better Fabrics Testing Bureau 
Other Clarvan 
Hospital Supplies 


Mattress Covers 
Laboratory Aprons 


CLARVAN CORPORATION 


MILWAUKEE, WIS. 





rial Hospital—Danvers, Mass. 

Hampton, A. G.—Admin. Officer—U. S. 
Marine Hospital—Galveston, Texas 

Harnden, Leota L., R.N.—Supt.—Grace Hos- 
pital—Cleveland 

Hemsworth, Rodney W.—Admin. Resident 
—Medical Center—Jersey City, N. J. 

Henwood, Robert E.—Res., Hosp. Admin.— 
Dept. of Charities—Los Angeles (Calif.) 
County 

Hiskey, George R.—Asst. Exec. Officer— 
Veterans Administration Medical Teach- 
_ Group—Kennedy Hospital—Memphis, 

enn, 

Hlava, Elsie R.—Admin.—Westlake Hospi- 
tal—Melrose Park, Ill. 

Horn, Luise Lotte, M.D.—Sr. Exec. Phys.— 
Goldwater Memorial Hospital — Welfare 
Island, N. Y. 

Howell, ‘Anne M., R.N.—Dir. of Nurs. Serv. 
and School of ee ne ig el gael 
man Hospital—Birmingham, 

Holloway, J. W.—Supt.—Morrell Giemvorial 
Hospital—Lakeland, Fla. 

Iver, Martha N.—Supt.—Corning (N. Y.) 
Hospital 

Katz, Geneva—Asst. Dir.—Boston Floating 
Hospital 

Keller, Harry D.—Admin.—Deaconess Hos- 
pital—Grand Forks, N. D. 

Kenemuth, Frances M.—Office Mgr.—But- 
ler (Pa.) County Memorial Hospital 
Kingston, S. P.—Exec. Eng.—St. Mary’s 

Hospital—Rochester, Minn. 

Koenig, August W. — Admin. — Tracy 
(Calif.) Community Memorial Hospital 

Lautzenheiser, A. D.—Chief Acct.—Indiana 
University Medical Center—Indianapolis 

Lester, Mrs. Julia Berdy—Supt. of Nurses 
—City Hospital—Bowling Green, Ky. 

Levitre, M. Virginia—Dietitian—Good Sa- 
maritan Hospital—West Palm Beach, Fla. 

Liao, Chung-Kuo—Stud University of 
Chicago 

Lommasson, Lena, R.N.—Dir. of Nurses— 
Finch Memorial Hospital — Pullman, 
Wash. 

MacKenney, Leroy N. — Admin. Res. — 
Lowell (Mass.) General Hospital 

MacNeil, Lizzie Lake, R.N.—Supt.—Hill- 
crest Hospital—Pittsfield, Mass. 

Martin, Charles M.—Stud.—Hosp. Admin.— 
University of Chicago 
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public relations we have established 
for our clients. 
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Martin, Stanley W.—Asst. Supt.—Torwnto 
Ps aed East General & Orthopedic Hospi- 


a 
Masina, Manek H.—Principal Med. Ofticer 
& Managing Trustee—Bombay, India 
May, Eugene F.— Admin.— Arlington 

(Wash,.) General Hospital 

McLean, James C.— Asst. Supt. — Massa- 
chusetts Hospital School—Canton 

McLin, Wilbur C.—Asst. Supt.—Methodist 
Hospital—Indianapolis, Ind. 

McNelley, James E.—Admin. Res.—Holly- 
wood Presbyterian Hospital, Los An- 
geles 

Meiners, Henry J.—Supt.— Cushing Me- 
morial Hospital—Leavenworth, Kans. 

Moody, Barbara K.—Med. Record Librari- 
an—Maine General Hospital—Portland 

Morse, ey ifford Memorial 
Hospital—Randolph, 

Moulle, Juliet poethiet, ” Nursing Service 
—Veterans Administration Hospital — 
Jackson, Miss. 

Murr, Juanita — Supt. — University State 
Tuberculosis Hospital, Portland, : 
Myers, R. E—Mem. Bd. of Trustees—Alle- 

gan (Mich.) Health Center 

Newman, Martin H. — Trustee — Jewish 
Hospital of Brooklyn 

Nusbaum, Carl—Asst. Pers. Dir.—Michael 
Reese Hospital—Chicago 

O’Brien, Kenneth J. — Hosp. Registrar — 
Veterans Administration Hospital — 
Northampton, Mass. 

Olcott, V. C—Mem. Bd. of Trustees—Alle- 
gan (Mich.) Health Center 

Pace, Martha S.—Med. Records Librarian 
—Good Samaritan Hospital—West Palm 
Beach, Fla. 

Parigot de Souza, Yvonne, M.D.— Grad. 
Stud. in Hosp. Admin. — Northwestern 
University—Chicago 

Phillips, William A.—Admin. Intern—Char- 
lotte (N.C.) Memorial Hospital 

Potter, Harry C.—Hosp. Registrar—Veter- 
ans Administration Center—Wood, Wis. 

Purser, R. L.—Hosp. Consult.—Mississippi 
Commission on Hospital Care—Jackson 

Ramsey, William R.—Student—Washington 
University—St. Louis 

Raymond, Mrs. Fairfield — Trustee — Mt. 
Auburn Hospital—Cambridge, Mass. 

Reynolds, Clyde L.—Exec. Dir.—Provident 
Hospital—Chicago 

Robinson, James A., Jr.—Admin. Aid—Los 
Angeles County Department of Charities 

Rodden Margaret E., R.N.—Obst. Super.— 
H. D Goodall Hospital—Sanford, Maine 

Rogers, Charles F.—Office Mgr.—Mt. Sinai 
Hospital—Hartford, Conn. 

Ross, Leon, M.D.—Chief of Profes. Serv.— 
Crile Veterans Administration Hospital 
—Cleveland 

Rowe, Dorothy L.—Exec. Hsekper—Butler 
(Pa.) County Memorial Hospital 

Runnels, Claude—Hosp. Equip. Consul.— 
Mississippi Commission on Hospital Care 
—Jackson 

Salmon, Harold W.—Asst. to the Supt.— 
Presbyterian Hospital—Chicago 

Scruggs, Richard F.—Admin. Res.—Jeffer- 
son-Hillman Hospital—Birmingham, Ala. 

Sister Berard, R.N.—Supt.—St. Mary’s 
Hospital—Lewiston, Me. 

Sister M. Fidelis—Supt. Ge Joseph Hospi- 
tal—Aberdeen, Wash 

Smith, S. Putnam, Mer.—w. H. Maybury 
Sanitarium—Northville, Mich. 

Stevens, Floyd — Mem. Bd. of Trustees — 
Allegan (Mich.) Health Center 

Strohbehn, Clara E.—Pres. Bd. of Trus.— 
Jennie Edmundson Memorial Hospital— 
Council Bluffs, Iowa 

Stuart, Regina — Dir. of Hskpg. — Michael 
Reese Hospital—Chicago 

Suck, Richard L.—Asst. .Mgr.—St. Luke’s 
Hospital—Bethlehem, Pa. 

Swirsky, Abel D.—Clinical Serv. Admin.— 
Menninger Foundation—Topeka 

Taylor, Julia, Mrs., R.N.—Supt. & Treas.— 
Community Hospital, Inc. raat Tallas- 
see, Ala. : 

Thomas, J. L., Jr.—Supt.—Adrian Hospital 
—Punxsutawney, Pa. 

Thompson, James D.—Chief Main.—Good 
— Hospital—West Palm Beach, 

a 

Thoms, Edward J.—Asst. to Dean—College 
of Physicians and Surgeons—Columbia 
University, New York City 

Threadgill, Frank W., Lt. Col.—Medical 
Corps—Post Surgeon—Fort Dix, N. J: 

Vannozzi, Ralph E.— Admin. — Bridgeton 
(N. J.) Hospital 

Vogt, George H.—Stud.—Hosp. Admin.— 
School of Public Health, University of 
Calif.—Berkeley 

Ward, Janyce—Head_ Dietitian—Jefferson- 
Hillman ‘Hospital—Birmingham, Ala. 

Ward, Robert H.—Bus. Mgr.—Jefferson- 
Hillman Hospital—Birmingham, Ala. 

Warren, Edward W.—Pres. — Greenwich 
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DE PUY 


FRACTURE APPLIANCES 


De Puy Pelvic Sling 


Fits Over Any Hospital. Bed 
"Two Positions in One" 


A heavy single bar, with notches 
to accommodate the safety tri- 
angles to suspend and balance 
the weight of the patient as it 
is borne on the sling. 


One of the most 
practical pelvis 
slings on the 
market. 


Various adjustments in height, due to the tubing 
of the fabric, can be made by slipping the safety 
triangles in proper position. The sling may be 
hung in a vertical position or crisscross to produce 
lateral pressure on the pelvis. A coil spring is 
placed on the suspension loop to avoid shock to 
the patient. 

No. 306 A—Pelvic Sling with 12 in. canvas sling. 

No. 306 B—Pelvic Sling with 16 in. canvas sling. 


Write for fracture catalog. 


Over Fifty Years of Service to Hospitals. 


De Puy 


MANUFACTURING COMPANY 


Warsaw, Indiana 
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(Conn.) Hospital Association 

Watts, G. Nelson—Asst. Admin.—Wilming- 
ton (Del.) General Hospital : 

Wetmore, Fred—Asst. Plant Supt.—Jewish 
Hospital of Brooklyn E 

Whipple, DeForest T.—Admin.—Columbia 
Hospital—Hudson, ‘N. Y. 

Wilcox, Roy—Mem. Bd. of Trustees—Alle- 
gan (Mich.) Health Center 

isd pens Isabella N.—Box 194—Richmond, 


a. 

Woodruff, Arthur S.—Brigadier, Divisional 

Commander—Salvation Army Home and 
Hospital—Jersey City, N. J. 





OPINIONS 











(Continued from page 22) 


generally used routine on such a 


matter would relieve numerous fi- 
nancial problems that may present 
the hospital with large accounts 
receivable lists, bad accounts or 
time payment systems. 

There are several good methods 
of applying deposit on admission 
practices. With good medical staff 
cooperation where admitting re- 
quest forms can be employed, an 
estimate of the expense to the per- 
son can be made and a deposit on 
a percentage basis requested. Flat 
rate deposits sometimes are re- 
quested. These may be $75 to $100 
for surgery or obstetrics, or $50 to 


Why Core, EMPIRE FILE 
FOLDERS SAVE YOU MONEY 


Consult the classified section of your 
telephone directory for your nearest 
“Y and E” dealer. Look under Filing 
Equipment or Office Equipment. 


¢ SERVING 
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SINCE 1880 


1061 JAY STREET e@ 


Empire Folders are easy to use... 

BECAUSE EMPIRE FOLDERS: 

¢ Stand up to be seen 

e Have rounded corners to 
prevent dog-ears 
Have smooth finish—are easy 
to remove and easy to refile 
Are uniform throughout the line 


Are available for every require- 
ment—in all tab styles—in all 
common weights and sizes 


Are imprinted with catalog 
number for easy, accurate 
duplication 


Empire Folders are the finest 

available—they last and last... 

EMPIRE FOLDERS 

e Are exactingly tested for 
quality 

e Equal or exceed Government 
specifications 


Also Makers of Quality Steel Office Equipment 


—— oaaeeaahc de. 
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$75 for medical cases. These 
amounts should be established ac- 
cording to the charges of the indi- 
vidual hospital. In either instance, 
weekly statements are sent to the 
family and settlement in full is 
recommended at the time of dis- 
charge. 

Ordinarily, if patients will let 
the hospital business office know 
their financial status or what their 
intention is in regard to paying the 
account, they will realize much re- 
lief and will enjoy their hospital- 
ization period more. 

If a patient can be placed under 
the care of professional personnel 
immediately on admission, the 
persons accompanying him to the 
hospital can be interviewed at the 
business office in order to get the 
usual admitting information. If the 
person giving the information is a 
relative, it is an opportune time for 
the interviewer to inquire about 
the intention of the patient in pay- 
ing for his hospitalization. 

At such a time, we will find one 
of the following methods of paying 
the hospital will be chosen: (1) 
Cash any way the hospital prefers; 
(2) Blue Cross; (3) other insur- 
ance; (4) social service — city, 
county or state; (5) extended 
credit — perhaps a payment plan, 
and (6) compensation. 

The first two of these usually are 
acceptable. If the insurance is Blue 
Cross we can get the group and 
contract numbers, the signature of 
the family representative and other 
information relative to filing no- 
tice to the insurer. 

If the third choice is made, it 
then is the proper time to request 
a cash payment of the account and 
ask the patient to allow the insur- 
ance company to reimburse him 
for the expense. When funds are 
not available to do this, an assign- 
ment of the benefits of the policy 
to guarantee payment to the hos- 
pital should be taken and an im- 
mediate notice of admission with 
the assignment statement should 
be sent to the insurance company. 

When the fourth choice is ex- 
pressed, immediate contact of the 
social worker can be made unless 
the authorization has been pre- 
sented or already is on file. The 
fifth choice is where the hospital 
can have an opportunity to refer 
the family representative to a per- 
sonal loan company or a bank in 
order to pay the hospital cash and 
carry out the intent with people in 
the credit business. — T. ERNEST 





JOHNSTON, superintendent, Greene 
| County Hospital, Jefferson, Iow4. 
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